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Summaries  ol"  PertiiiL'til  Articles  in  Other  JnuniaK 


Editorials,  Commentaries  and  Reviews  To  Note 

Institutiunal  Review  Boards  Under  Stress:  Will  They  Explode  or  Change?  (News  &  Perspec- 
tives)—DF  Phillips.  JAMA  I9%;276(20):1623-lfi26. 

Initial  Management  of  BiirnstCiirrent  Concepts) — WA  Monafo.  N  Engl  J  Med  1996:335(2 1 ): 
1581-1586. 

Bioelhics  Advisory  Commission  Holds  First  Meeting  to  Define  Governing  Principles  of  Eth- 
ical Research  (News  &  Perspectives)— C  Marwick.  JAMA  19%;27ft(20):  1627. 

Is  There  a  Role  for  Immunotherapy  in  the  Treatment  of  Asthma?  leditorial) — YES:  PS  Nor- 
tiian  Am  J  Respir  Crit  Care  Med  1 996;  1 54: 1 225- 1 226. 1 228.  NO:  PJ  Barnes  Am  J  Respir  Crit  Care 
Med  1996:154:1227-1228. 


Predictors  of  Extubation  Success  and  Failure 
in  Mechanically  Ventilated  Infants  and  Chil- 
dren— N  Khan.  ,A  Brow n,  .ST  Venkat;iranian.  Cnt 
Care  Med  1996:24(9):1568. 

OBJF.CTIVH:  To  predict  e.xtuhation  success  and 
failure  in  mecli;inically  ventilated  infiuits  and  chil- 
dren using  bedside  measures  of  respiratory  func- 
tion. DESIGN:  Prospective  collection  of  data. 
SETTING:  A  uni\  ersity-aftlliated  children's  hos- 
pital with  a  5 1  -bed  critical  care  unit.  PATIENTS: 
All  infants  and  children  who  were  mechanically 
ventilated  for  at  least  24  hours,  except  neonates 
<  37  weeks  gestation  and  patients  with  neuro- 
muscular disease.  INTERVENTIONS:  Bedside 
measurements  of  cardiorespiratory  function  were 
obtained  immediately  before  exlubation.  MEA- 
SUREMENTS &  MAIN  RESULTS:  E.xtubation 
failure  was  defined  as  reintubation  within  48  hours 
of  extubation  in  the  absence  of  upper  airway 
obstniction.  Failure  rates  were  calculated  for  dif- 
ferent ranges  1  selected  n/jriVin)  of  pre-extubalion 
measures  of  breathing  effort,  ventilatory  support, 
respiratory  mechanics,  central  inspiratory  drive, 
and  integrated  indices  useful  in  adults.  Effort  of 
spontaneous  breathing  was  assessed  by  the  res- 
piratory rale  standardized  to  age,  the  presence  of 
retractions  and  paradoxical  breathing,  inspiratory 
pressure,  maximal  negative  inspiratory  pressure 
(maximal  negative  inspiratory  pressure),  inspi- 
rator) pressure/maximal  negative  inspiratory  pres- 
sure ratio,  iuid  tid;il  volume  indexed  to  body  weight 
of  a  spontaneous  breath.  Ventilatory  support  was 
measured  by  tlic  fraction  of  inspired  oxygen  (FioO. 
mean  airway  pressure,  oxygenation  index,  and  tlie 
fraction  of  total  minute  ventilation  provided  by 
the  ventilator.  Respiratory  mechanics  were 
a.s.sessed  by  determination  of  peak  ventilatory  inspi- 
ratory pressure  and  dynamic  compliance.  Central 


inspiratory  drive  was  assessed  by  mean  inspira- 
tory flow.  Frequency  to  tidal  volume  ratio  and  the 
compliance,  rate,  oxygenation,  and  pressure 
indexed  to  body  weight,  the  integrated  indices  use- 
ful in  predicting  extubation  failure  in  adults,  were 
also  c;ilculated.  Thirty-four  of  the  208  patients  w  ho 
were  studied  were  reintubated  for  an  overall  fail- 
ure rate  of  16.3%  (95%  confidence  interval  1 1.3% 
to  2 1 .4% ),  The  reasons  for  reinmbation  were  poor 
effort  (n  =  8),  excessive  effort  (n  =  14),  altered 
mental  status  or  absent  airway  reflexes  (n  =  2), 
cardiova.scular  instability  (n  =  3).  inadequate  oxy- 
genation (n  =  3).  respiratory  acidosis  (n  =  3).  and 
undocumented  (n  =  1 ).  Extubation  failure  increa.sed 
significantly  with  decreasing  tidal  volume  indexed 
to  body  weight  of  a  spontaneous  breath,  increas- 
ing Fio;.  increasing  mean  airway  pres,sure.  increas- 
ing oxygenation  index,  increasing  fraction  of  total 
minute  ventilation  provided  by  the  ventilator, 
increasing  peak  ventilatory  inspiratory  pressure, 
or  decreasing  mean  inspiratory  tJow  (p  <  0.05 ). 
Dvnamic  compliance  showed  a  trend  of  increas- 
ing failure  rate  with  decreasing  dynamic  com- 
pliance but  did  not  reach  statistical  significance 
Ip  =  0. 1 16).  Respiratory  rate  standardized  to  age, 
inspiratoiy  pressure,  maximal  negative  inspira- 
tory pressure,  inspiratory  pressure/maximal  neg- 
ative inspiratory  pressure  ratio,  frequency  to  tidal 
volume  ratio,  and  compliance,  rate,  oxygenation, 
anil  pressure  did  not  show  any  trend  in  failure  rate 
with  increasing  or  decreasing  values.  Threshold 
values  that  defined  a  low  risk  (<  \09c )  and  a  high 
risk  (>  25'J )  of  extubation  failure  could  be  deter- 
mined for  tidal  volume  indexed  to  body  weight 
of  a  spontaneous  breath.  Fu),.  mean  airway  pres- 
sure, oxygenation  index,  fraction  of  total  minute 
ventilation  provided  by  the  ventilator,  peak  ven- 
tilator)'  inspiratory  pressure,  dynamic  compliance, 
and  mean  inspiratory  flow.  Neither  a  low  nor  a 


high  risk  of  failure  could  be  defined  for  frequency 
to  tidal  volume  ratio  or  the  compliance,  rate,  oxy- 
genation, and  pressure  (CROP)  index.  CON- 
CLUSIONS: Bedside  measurements  of  respira- 
tory function  can  predict  extubation  success  and 
failure  in  infants  ;ind  children.  Both  a  low  risk  and 
a  high  nsk  of  failure  c;ui  be  determined  using  these 
measures.  Integrated  indices  useful  in  adults  do 
not  reliably  predict  extubation  success  or  failure 
in  infants  and  children.  See  the  related  editorial: 
Predicting  Success  of  Exlubation  in  Children. 
MM  Parker.  Crit  Care  Med  IW6:24i<J>:  1429. 

Dexamethasone  for  the  Prevention  of  I'ost- 
extubation  .\irv>a>  Obstruction:  A  Prospeitive, 
Randomized.  Double-Blind,  Placebo-Controlled 
Trial — O  Anene.  KL  Meert.  H  Uy.  P  Simpson. 
AP  Samaik.  Crit  Care  Med  1 996;24(  1 0):  1 666. 

OBJECTIVE:  To  determine  whether  dexameth- 
asone prevents  postextubation  airway  obstniction 
in  young  children.  DESIGN:  Prospective,  ran- 
domized, double-blind,  placebo-controlled  study. 
SETTING:  Pediatric  intensive  care  unit  of  a  uni- 
versity teaching  hospital.  PATIENTS:  Sixty-six 
children.  <  5  years  of  age,  intubated  and  mechan- 
ically ventilated  for  >  48  hours.  INTERVEN- 
TIONS: Patients  were  randomized  to  receive  inlra- 
venous  dexamethasone  (0.5  mg/kg.  maximum 
dose  10  mg)  or  saline,  every  6  hours  for  6  doses, 
beginning  6  to  12  hours  before  elective  extuba- 
tion. MEASLIREMENTS  &  MAIN  RESULTS: 
Dependent  v  ariables  included  the  presence  of  stri- 
dor. Croup  Score.  ;uid  pulsus  paradoxus  at  10  min- 
utes. 6.  12.  and  24  hours  after  extubation:  need 
for  aerosolized  racemic  epinephrine  and  reintu- 
bation. The  dexamethasone  and  placebo  groups 
were  similar  in  age  (median  3  months  [range  1 
to  57]  vs  4  months  |range  1  to  59].  p  =  0.6).  fre- 
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quenc)  of  underlying  airway  anomalies  (3/33  \s 
3/33,  p  =  1.0).  and  duration  of  mechanical  ven- 
tilation (median  3.3  days  [range  2.1  to  39]  vs  3.5 
days  [range  2. 1  to  15],  p  =  0.7).  The  dexameth- 
asone  group  had  a  lower  frequency  of  stridor. 
Croup  Score,  and  pulsus  paradoxus  measurement 
at  10  minutes  and  at  6  and  12  hours  after  extu- 
hation.  Fewer  dexamethasone-treated  patients 
required  epinephrine  aerosol  (4/31  vs  22/32.  p  < 
0.0001 )  and  reintuhation  (0/3 1  vs  7/32.  p  <  0.01 ). 
Three  patients  exited  the  study  early — 1  patient 
in  the  dexamethasone  group  had  occult  gas- 
trointestinal hemorrhage  and  1  patient  in  each 
group  had  hypertension.  CONCLUSION:  Pre- 
treatment  with  dexamethasone  decreases  the  fre- 
quency of  postextubation  airway  obstruction  in 
children.  See  the  rehited  edilorial:  Steroids  for 
Anything  that  Swells:  Dexamethasone  and  Pos- 
textubation Aintay  Obstruction.  S  Sheiiiie.  Ciii 
Care  Med  I996:24{  101:1613-1614. 

Recommendations  of  the  Fane!  on  Cost-Effec- 
tiveness in  Health  and  Medicine — MC  Wein- 
stein,  JE  Siegel.  MR  Gold.  MS  Kamlet.  LB  Rus- 
sell, for  the  Panel  on  Cost-Effectiveness  in  Health 
and  Medicine.  J.AiMA  l';)%;276(15):1253. 

OBJECTIVE:  To  develop  consensus-based  rec- 
ommendations for  the  conduct  of  cost-effectiveness 
analysis  (CEA).  This  article,  the  second  in  a  3- 
part  series,  describes  the  basis  for  recommen- 
dations constituting  the  reference  case  analysis, 
the  set  of  practices  developed  to  guide  CEAs  that 
inform  societal  resource  allocation  decisions,  and 
the  content  of  these  recommendations.  PAR- 
TICIPANTS: The  Panel  on  Cost-Effectiveness 
in  Health  and  Medicine,  a  nonfederal  panel  with 
expertise  in  CEA,  clinical  medicine,  ethics,  and 
health  outcomes  measurement,  was  convened  by 
the  U.S.  Public  Health  Service  (PHS).  EVI- 
DENCE: The  panel  reviewed  the  theoretical  foun- 
dations of  CEA,  cunrent  practices,  and  alternative 


methods  used  in  analyses.  Recommendations  were 
developed  on  the  basis  of  theory  where  possible, 
but  tempered  by  ethical  and  pragmatic  consid- 
erations, as  well  as  the  needs  of  users.  CON- 
SENSUS PROCESS:  The  panel  developed  rec- 
ommendations through  2-1/2  years  of  discussions. 
Comments  on  preliminary  drafts  prepared  by  panel 
working  groups  were  solicited  from  federal  gov- 
ernment methodologists.  health  agency  officials, 
and  academic  methodologists.  CONCLUSIONS: 
The  panel's  methodological  recommendations 
address  ( 1 )  components  belonging  in  the  numer- 
ator and  denominator  of  a  cost  effectiveness  (C/E) 
ratio:  (2)  measuring  resource  use  in  the  numer- 
ator of  a  C/E  ratio;  (3 )  valuing  health  consequences 
in  the  denominator  of  a  C/E  ratio:  (4)  estimating 
effectiveness  of  interventions;  (5l  incoiporating 
time  preference  and  discotiming:  and  (6)  handling 
uncertainty.  Recommendations  are  subject  to  the 
"rule  of  reason."  balancing  the  burden  engendered 
by  a  practice  with  its  importance  to  a  study.  If 
researchers  follow  a  standard  set  of  methods  in 
CEA.  the  quality  and  comparability  of  studies,  and 
their  ultimate  utility,  can  be  much  improved. 

AIDS  in  a  Medical  Intensive  Care  Unit:  Imitic- 
diate  Prognosis  and  Long-Term  Survival — T 

Lazard,  O  Relel.  B  Giiidct.  E  Maury.  A-J  Valleron. 
G  Offenstadt.  JAMA  I9%;276(  1 5):  1240. 

OBJECTIVE:  To  help  physicians  decide  whether 
to  admit  patients  w  ith  acquired  immunodeficiency 
syndrome  (AIDS)  to  the  medical  intensive  care 
unit  (MICU).  DESIGN:  Ca.se  series  study  of  AIDS 
patients  admitted  to  the  MICLI  between  October 
1990  and  October  1992  and  followed  up  until  Apnl 
1993  (median  follow-up,  1  year).  SETTING:  The 
MICU  in  a  970-bed  teaching  hospital  in  Paris. 
France.  PATIENTS:  A  total  of  1 20  consecutive 
.MDS  patients  with  acute  respiratory  failure  (50'7f ). 
cenD-al  nenous  system  dysfunction  (22.5%),  pneu- 
mothorax ( 12.5%),  shock  (10.8%),  or  miscella- 


neous conditions  (4.2% ).  A  total  of  86  patients 
were  discharged  alive  from  the  MICU.  MAIN 
OUTCOME  MEASURES:  Predictive  factors  for 
mortality  during  and  after  MICU  stay.  RESULTS: 
Multivariate  analysis  identified  3  factors  predicting 
poor  MICU  outcome:  Simplified  Acute  Physiology 
Scott  I  (SAPS  I)  above  10  (relative  risk  [RR],  6.1; 
95%  confidence  interval  [CI],  1.5-26.6),  time 
between  AIDS  diagnosis  and  MICU  admission 
more  than  I  year  (RR.  6.0;  95%  CI.  2.1-17.5), 
serum  albumin  level  <  30  g/L  (RR.  4.9;  95%  CI, 
1.3-18.2).  The  CD4  cell  count.  ^:-niicroglobu- 
linemia,  and  previous  opportunistic  infections  had 
no  influence  on  MICU  mortality.  After  MICU  dis- 
charge, survival  rates  were  86%  at  1  week.  82% 
at  1  month.  53%  at  6  months,  and  39%  at  I  year. 
The  Kamofsky  scale  score  and  the  number  of  pre- 
vious opportunistic  infections  were  simultaneously 
associated  w  ith  post-MlCU  outcome.  Predictive 
factors  for  MICU  survival  did  not  intluence  post- 
MICU  survival.  CONCLUSION:  The  MICU  mor- 
tality was  related  to  immediate  severity  (assessed 
within  48  hours  of  admission)  and  the  time 
between  AIDS  diagnosis  and  MICU  admission. 
Long-term  survival  after  MICU  discharge 
depended  only  on  the  severity  of  AIDS.  We  con- 
clude that  AIDS  patients  should  be  admitted  to 
the  MICU  on  the  same  basis  as  other  patients. 

The  Relationship  between  Delayed  or  Incom- 
plete Treatment  and  ,\II-Cause  Mortality  in 
Patients  with  Tuberculosis — A  Pablos-Mendez, 
TR  Sterling.  TR  Frieden.  JAMA  1996:276 
(15):  1223. 

OBJECTIVE:  To  analyze  the  factors  associated 
with  suiv'ival  in  patients  with  puhnonaiy  and  exfra- 
pulmonary  tuberculosis  in  New  York  City. 
DESIGN:  Ob.servational  study  of  a  citywide  cohort 
of  tuberculosis  cases.  SETTING:  New  York  City, 
April  1991.  before  the  strengthening  of  its  con- 
trol program.  P.ATIENTS:  All  229  newly  diag- 
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nosed  cases  of  tuberculosis  documented  by  cul- 
ture in  April  1991.  Most  patients  (74<7c)  were  male, 
and  the  median  age  was  .^7  years  (range.  1-89 
years).  In  all.  X9'7f  belonged  to  minority  groups. 
Human  immunodeficiency  \  ii"us  (HIV)  infection 
was  present  in  50%  and  multidrug  resistance  in 
7%  of  the  cases.  Twenty-one  patients  (9%)  were 
not  treated.  MAIN  OUTCOME  MEASURES: 
Follow-up  information  was  collected  through  the 
New  York  City  tuberculosis  registry;  death  from 
any  cause  was  verified  through  the  National  Death 
Index.  RESULTS:  Cumulatixe  all-cause  mortality 
by  October  1994  was  44<;( ;  the  median  survival 
for  those  who  died  was  6..^  months  (range.  0  days 
to  i  years).  The  most  important  baseline  predictors 
of  mortality,  adjusted  for  baseline  clinical  and 
demographic  factors,  were  acquired  immuno- 
deficiency syndrome  (AIDS)  (91%  vs  11%  in 
HIV-seronegative  palienls;  Cox  relative  risk  |RR). 
7.8: 95%  confidence  intenal  |CI1.  2. 1 -29. 1 ).  mul- 
tidrug resistance  (87%  vs  .19%  in  pansensiti\c 
cases:  adjusted  RR,  5.8:  95%  CI.  2..1-14.5).  and 
lack  of  treatment  (81%  vs  40%:  adjusted  RR.  .\  I : 
95%  CI,  1.0-9.7).  Also.  I  1  of  1.1  HIV-infected 
patients  who  started  treatment  after  a  I -month 
delay  died.  Among  173  patients  sur\iving  the  rec- 
ommended treatment  period,  those  w  ho  completed 
therapy  (66% )  had  a  lower  subsequent  mortality 
(20%  vs  .17%:  RR.  0.5;  95%  CI.  0.3-0.9).  CON- 
CLUSIONS: Mortality  from  tuberculosis  was  high, 
even  among  patients  withotit  multidnig  resistance 
who  were  not  known  to  be  infected  w ith  HIV. 
Most  HlV-seropositive  patients  with  delayed  ther- 
apy died.  Multidrug  resistance  predicted  higher 
mortality,  and  ffeatmeni  completion  was  associated 
with  improved  subsequent  patient  survival. 

.\  Mnlti-Instltiitional  Oiilbrcak  of  Highly  Drug- 
Rcsistanl  rtiherculosis:  Kpidcniiology  and  Clin- 
ical Outcomes — TR  l-rieden.  LE  Sherman.  KL 
M.iw  .  PI  I  ujiwara.  JT  Crawford.  B  Nivin.  et  al. 
JAMA  1996:276(151:1229. 

OBJECTIVE:  To  investigate  a  multi-institutional 
outbrciik  of  highly  resistant  tuberculosis  and  eval- 
uate patient  outcome.  DESIGN:  Epidemiologic 
investigation  of  every  tuberculosis  case  reported 
in  New  York  City.  SETTING:  Patients  cared  for 
al  all  public  and  nonpublic  institutions  from  Jan- 
uary I.  1990.  to  .•\ugust  I.  1993  (43  months). 
PATIENTS:  We  reviewed  medical  and  public 
health  records  and  conducted  clinical,  epidemi- 
ologic, drug  susceptibility,  and  restriction  frag- 
menl  length  polymorphism  (RFLP)  analyses.  A 
case  was  defined  as  tuberculosis  in  a  patieni  with 
an  isolate  resistant  to  isoniazid.  rifampin,  etham- 
butol  hydrochloride,  and  streptomycin  (and 
rifabutin,  if  sensitivity  testing  included  it),  and. 
if  RFLP  testing  was  done,  a  pattern  identical  to 
or  closely  related  to  strain  W.  MAIN  OUTCOME 
MEASURES:  Patient  sunival  and  the  conversion 
of  sputum  cultures  from  positive  to  negative. 
RESULTS:  Of  the  357  patients  who  met  the  case 
definition.  267  had  identical  or  ncarlv  identical 


RFLP  patterns;  isolates  from  the  other  90  patients 
were  not  available  for  RFl.P  lesiing.  Among  these 
267  patients.  86%  were  human  immunodeficiency 
virus  (HlV)-infected.  7%  were  HIV-negative.  and 
7%  had  unknown  HIV  status.  All-cause  mortal- 
ity was  83% .  Epidemiologic  linkages  were  iden- 
tified for  70%  of  patients,  of  whom  96%  likely 
had  nosocomially  acquired  disease  at  1 1  hospi- 
tals. Survival  was  prolonged  among  patients  who 
received  medications  to  which  their  isolate  was 
susceptible,  especially  capreomycin  sulfate,  and 
among  patients  w  ith  a  CD4*  T-lymphocyte  count 
>  0.200  X  I07L  (200/;UL).  Treatment  with  iso- 
niazid and  a  fluoroquinolone  antibiotic  was  also 
independently  associated  with  longer  survival. 
CONCLUSIONS:  This  outbreak  accounted  for 
nearly  one  fourth  of  the  cases  of  multidrug-resis- 
lant  tuberculosis  in  the  United  Slates  during  a  43- 
nionth  period.  Most  patients  had  nosocomially 
acquired  disease,  were  infected  with  HIV.  and 
unless  promptly  and  appropriately  treated,  died 
rapidly.  With  appropriate  directly  observed  treat- 
ment, especially  combinations  including  an 
injectable  medication.  e\  en  severely  immuno-com- 
promised  patients  had  culture  conversion  and  pro- 
longed, tuberculosis-free  survival. 


Partial  Liquid  \  entilation  wilh  Perflubron  in 
Premature  Infants  with  Severe  Respiratory  Dis- 
tress .Syndrome — CL  Leach.  JS  Greenspan.  SD 
Rubenstein.  TH  Shaffer.  MR  Wolfson.  JC  Jack- 
son, et  al.  N  Engl  J  Med  1996:335(1 1  ):76l. 

BACKGROUND:  The  intratrache;il  adminisU~ation 
of  a  perfluorocarbon  liquid  during  continuous  pos- 
itive-pressure ventilation  (partial  liquid  venlila- 
tion)  improves  lung  function  in  animals  w  ith  sur- 
factant deficiency.  Whether  partial  liquid 
ventilation  is  effective  in  the  treatment  of  infants 
with  severe  respiratory  distress  syndrome  is  not 
known.  METHOfJS:  We  studied  the  efficacy  of 
piutial  liquid  ventilation  w  ith  perflubron  in  13  pre- 
mature infants  with  se\erc  respiratory  distress  syn- 
drome in  whom  conventional  treatment,  includ- 
ing surfactant  therapy,  had  failed.  Partial  liquid 
ventilation  was  initiated  by  instilling  perflubron 
during  conventional  mechanical  ventilation  lo  a 
\olume  approximating  the  functional  residual 
capacity.  Infants  were  considered  to  have  com- 
pleted the  study  if  they  received  partial  liquid  ven- 
tilation for  at  least  24  hours.  RESULTS:  Ten 
infants  received  partial  liquid  ventilation  for  24 
to  76  hours.  In  the  other  3  mlants.  partial  liquid 
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ventilation  was  discontinued  within  4  hours  in 
favor  of  high-frequency  ventilation,  which  was 
not  permitted  by  the  protocol,  and  the  data  from 
these  infants  were  excluded  from  the  analysis. 
Within  1  hour  after  the  instillation  of  perflubron. 
the  arterial  ox\  gen  tension  increased  by  1  ?&^c  and 
the  dynamic  compliance  increased  by  61'7f ;  the 
mean  (±  SD)  oxygenation  index  w as  reduced  from 
49  ±  60  to  17  +  16.  Chest  radiographs  showed 
symmetric  filling,  with  patchy  clearing  during  the 
return  from  partial  liquid  to  gas  ventilation.  Tliere 
w  ere  no  ad\  erse  e\  enis  clearly  attributable  to  par- 
tial liquid  ventilation.  Infants  were  weaned  trorn 
partial  liquid  to  gas  ventilation  w  ithout  compli- 
cations. Eight  infants  survived  to  .^6  weeks'  cor- 
rected gestational  age.  CONCLUSIONS:  Partial 
liquid  \entilation  leads  to  clinical  improvement 
and  survival  in  some  infants  with  se\ en;  respiratory 
distress  syndrome  w  ho  are  not  predicted  to  sur- 
vive. See  the  related  etUtoriiil:  Partial  Uquid  \  en- 
tilation — The  Future  Is  Now.  TA  Merrilt,  GP 
Hchll.  NEngU  Mc<t  l996:3i5(n):Sl4-H15. 

Economic  Impact  of  Prolonged  Motor  Weak- 
ness Complicating  Neuromuscular  Blockade 
in  the  Intensive  Care  I  nit — MI  Rudis.  BJ  Gus- 
lits.  EL  Peterson.  SJ  Hathaw  ay.  E  Angus.  S  Beis. 
BJ  Zarowitz.  Crit  Care  .Med  I996;24(  10):  1 749. 

OBJECTIVE:  We  compared  a  case-series  of  10 
patients  who  developed  prolonged  neuromuscular 
weakness  after  continuous,  nondepolarizing,  neu- 
mmuscular  blockade  w  ith  a  group  of  controls  w  ith- 
out neuromuscular  weakness  to  detemiine  the  eco- 
nomic impact  of  the  neuromuscular  weakness. 


DESIGN:  Frequency-matched  case  control  trial. 
SETTING:  Medical  and  surgical  intensive  care 
units  of  a  937-bed  tertiiu^'  care,  university-affil- 
iated teaching  hospital.  P,AT1ENTS:  Ten  patients 
de\  eloped  prolonged  neuromuscular  w  eakness 
after  continuous  administration  of  nondepolarizing 
neuromuscular  blockers.  Ten  patients  from  a  1994 
drug  utilization  database  who  did  not  develop 
motor  weakness  after  paraly  sis  were  identified  to 
serve  as  controls.  MEASUREMENTS  &  MAIN 
RESLT-TS:  The  medical  and  accounting  records 
of  the  patients  were  retrospectively  reviewed. 
Charge  data  were  obtained  from  patient  accounts. 
Institutional  ratios  to  con\  ert  charges  to  full  costs 
and  marginal  costs  were  obtained  from  the  Hos- 
pital Finance  Department  of  Henry  Ford  Hospi- 
tal. The  economic  impact  of  the  diagnosis  and 
recovery  of  the  motor  weakness  was  estimated  for 
the  intensive  care  unit  (ICU)  and  hospital  stays 
and  compared  with  those  values  for  control 
patients.  Median  hospital  charges  {excluding  reha- 
bilitation), totaling  S9 1 .476.  were  attributed  to  the 
patients  who  developed  neuromuscular  w  eakness 
and  included  charges  for  neuromuscular  block- 
ing agents,  continuous  mechanical  \  entilation.  ICU 
and  hospital  beds,  neurologic  studies,  and  phys- 
ical therapy  senices.  In  the  control  patienls.  median 
charges  were  S22.I91  (p  =  O.OOI).  The  total 
median  cost  differential  for  a  patient  in  the  neu- 
romuscular weakness  group  was  in  excess  of 
S66.713  (95<7r  confidence  interval  $23,485  to 
SI 89.2 14,  p  =  0.CK)1 ).  Significant  differences  were 
also  found  for  patient  charges,  full  costs,  and 
marginal  costs  for  mechanical  ventilation  (p  = 
0.002).  neurologic  studies  (p  =  0.014),  as  well  as 


ICU  (p  =  0.002 )  and  hospital  ( p  =  0.00 1 )  stays. 
CONCLUSIONS:  The  development  of  motor 
weakness  was  asscx-iated  w ith  an  increase  in  ICU 
and  hospital  stays,  continued  mechanical  venti- 
lation, and  disproportionate  health  care  expen- 
ditures in  excess  of  S56,000/patient.  A  prospec- 
tive evaluation  of  the  true  prevalence  of 
neuromuscular  weakness  after  neuromuscular 
blockade  and  of  the  costs  to  the  health  care  sys- 
tem is  needed.  See  the  related  editorial:  Economic 
Impact  of  Prolonged  Neuromuscular  Weakness 
Complicating  Neuromuscular  Blockade  in  the 
Intensive  Care  Cnit.  I'D  Liimh.  Crit  Care  Med 
1996:241  IU):I6I5-I6I6. 

\  Comparison  of  \'enov  enous  and  \'enoarte- 
rial  Extracorporeal  Membrane  Oxygenaticm 
in  the  Treatment  of  Neonatal  Respiratory  Fail- 
ure—GR  Knighl.  GG  Dudell.  .ML  Evans.  PS 
Grimm.  Crit  Care  Med  1996;24(  10):167S. 

OBJECTIVE:  To  compare  the  efficacy  of  ven- 
ovenous  to  \  enoarterial  bypass  in  an  unsetecled 
cohort  of  infants  w  ith  refractory  cardiorespiratory 
failure.  DESIGN:  Retrospective  cohort  analysis. 
SETTING:  Two  tertiary  hospitals  capable  of  pro- 
viding exffacorporeal  life  support  for  neonates  w  ith 
acute  respirator)  failure.  P.ATIENTS:  All  San 
Diego  Regional  Extracorporeal  Membrane  Oxy- 
genation (ECMO)  Program  patients  treated  after 
the  adoption  of  a  policy  which  eliminated  tradi- 
tional restrictions  to  venovenous  support.  INTER- 
VENTIONS: Venoarterial  or  v  enov  enous  extra- 
corporeal life  support.  MEASUREMENTS  & 
MAIN  RESULTS:  Fifty-four  infants  were  treated 
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with  venovenous  bypass;  30  were  treated  with 
venoarterial  bypass  due  to  unsuccessful  placement 
of  the  double  lumen  venovenous  catheter  or  inabil- 
ity to  exclude  congenital  heart  disease  before  can- 
nulation.  No  patient  required  conversion  fix)m  ven- 
ovenous to  venoarterial  ECMO.  There  were  no 
differences  in  birthweight,  gestational  age,  diag- 
nosis, or  pre-ECMO  condition  in  the  2  groups. 
Patients  who  met  ECMO  criteria  early  were  more 
likely  to  be  successfully  cannulated  with  a  dou- 
ble-lumen \cnovenous  catheter.  Severe  hemo- 
dynamic compromise  was  present  before  can- 
nulation  in  a  comparable  percentage  of  venovenous 
and  venoarterial  patients.  During  venovenous 
bypass,  mean  Pjj,  values  were  lower  but  remained 
in  the  normoxic  range;  Paco;  values,  ventilatory 
settings,  intravascular  volume  requirements, 
inotropic  support,  and  mean  duration  of  ECMO 
support  were  not  different.  The  frequency  rate  of 
patient  and  mechanical  complications  were  also 
comparable,  except  that  the  frequency  of  inffavas- 
cular  thrombosis  was  significantly  lower  in  patient-s 
receiving  venovenous  ECMO.  Survival,  the  fre- 
quency rate  of  chronic  lung  disease,  and  neu- 
rodevelopmental  outcome  were  similar  in  the  2 
groups.  CONCLUSIONS;  We  conclude  that  ven- 
ovenous ECMO  using  a  double-lumen  venove- 
nous catheter  can  pro\  ide  results  compiirable  with 
venoarterial  bypass  without  the  need  for  carotid 
artery  ligation  in  an  imselecled  population  of 
neonatal  ECMO  candidates.  In  our  experience, 
reported  contraindications  to  venovenous  ECMO 
did  not  pro\  e  to  be  valid. 

Decreasing  Catheter-Related  Infection  and 
Hospital  Costs  by  Continuous  Quality 
Improvement — JM  Civetta,  J  Hudson-Civetta, 
S  Ball.  Crit  Care  Med  |yy6;24(  Kll:  1660. 

OBJECTIVES;  (a)  To  reduce  the  rate  of  catheter- 
related  infection,  using  improved  skin  prepara- 
tion and  catheters  impregnated  with  silver  sul- 
fadiazine and  chlorhexidine;  (b)  to  decrease  the 
number  of  unnecessary  guidewire  exchanges  of 
existing  catheters  by  substituting  suspected 
catheter-related  sepsis  for  fever  alone  as  an  indi- 
cation to  change  an  indwelling  catheter;  and  (cl 
to  decrease  the  hospital  costs  associated  with 
guidewire  exchanges  and  new  catheter  insertions. 
DESIGN;  Sequential,  prospective.  descripti\e  stud- 
ies using  a  continuous  quality  management 
approach.  SETTING:  A  20-bed  trauma  intensive 
care  unit  at  a  university  teaching  hospital.  PA- 
TIENTS; Patients  (n  =  147)  admitted  from  July 
I  to  December  31,  1992  (Phase  I );  34  patients 
admitted  in  June  and  September  1993  (Phase  2); 
and  I  Hi  patients  admitted  betv\een  Janu;u7  1  and 
June  30,  1994  (Phase  3).  INTERVENTIONS; 
Phase  1;  Proportions  of  catheter-related  infections 
and  catheter-related  bacteremia  were  compared 
with  our  prior  reported  results.  Indications  for 
guidewire  exchange  were  analyzed,  and  the  rate 
of  catheter-related  infection  for  each  indication 
«  as  den\ed.  Phase  2;  The  rate  of  catheter-related 


infection  was  determined  for  a  Uial  group  of  uiple- 
lumen  catheters  impregnated  with  silver  sulfa- 
diazine and  chlorhexidine.  Phase  3;  Four  com- 
ponents were  altered.  Impregnated  triple-lumen 
catheters  were  used  instead  of  unprotected 
catheters.  Chlorhexidine  skin  cleanser  was  sub- 
stituted for  povidone-iodine  solution  during  ini- 
tial aseptic  preparation  during  catheter  insertion 
and  subsequent  guidewire  exchange.  Suspected 
catheter-related  sepsis  was  substituted  for  fe\er 
as  an  indication  for  guidewire  exchange.  The 
"safe"  period  (the  time  before  considering  chang- 
ing a  catheter  because  catheter-related  sepsis  was 
suspected)  was  extended  from  2  to  4  days.  MEA- 
SUREMENTS &  MAIN  RESULTS;  The  over- 
all rate  of  catheter-related  infection  in  Phase  I  was 
159f  (15%  for  Uiple-lumen  catheters  and  16%  for 
introducers).  Catheters  changed  for  site  inflam- 
mation had  a  46%  rate  of  catheter-related  infec- 
tion, significantly  higher  than  for  all  other  indi- 
cations, including  fever  (p  <  0.03).  The  rate  of 
catheter-related  infection  was  significantly  (p  = 
0.0002)  higher  for  catheters  in  place  for  >  1 0  days 
compared  with  lesser  durations.  Fever  was  the  indi- 
cation for  42%  of  all  guidewire  exchanges.  In 
Phase  2,  the  catheter-related  infection  rate  was  2% 
( I  positive  of  48  catheters),  significantly  (p  = 
0,023 1 )  lower  than  the  Phase  I  rate.  In  Phase  3. 
the  overall  rate  of  catheter-related  infection  was 
8.6%,  significantly  (p  =  0.0067)  lower  than  the 
1 5%  rate  in  Phase  1 .  The  proportion  of  protected 
triple-lumen  catheter  catheter-related  infections 
decreased  significantly  (p  =  0.0024)  from  15% 
to  6%.  The  rate  of  catheter-related  infection  for 
introducers  was  the  same  in  both  phases  (p  =  0.33). 
The  days  of  catheterization  for  all  catheters 
increa.sed  from  4.5  ±  2.6  to  5.4  ±  3.6  (p  <  0.0001 ). 
The  days  for  triple-lumen  catheters  increased  from 
4.7  ±  2.7  to  7.0  ±  3.9  (p  <  ().(X)OI ).  For  introducers, 
there  was  no  difference  in  the  days  of  catheter- 
ization. The  proportion  of  catheters  changed  for 
suspected  catheter-related  sepsis  decreased  sig- 
nificantly (p  <  0.0001 )  to  23%  from  the  42% 
changed  for  fever  in  Phase  1 .  The  proportion  of 
catheter-related  infections  for  catheters  changed 
for  fever  was  1 8%-  in  Phase  I .  The  proportion  of 
catheter-related  infections  for  catheters  changed 
for  suspected  catheter-related  sepsis  was  13%  in 
Phase  3  I  p  =  0.43 ).  The  total  number  of  catheters 
used  per  patient  in  Phase  3  was  1.9  ±  1.4.  sig- 
nificantly lower  than  the  2.6  ±  2.7  catheters  used 
in  Phase  1  (p  =  0.0018).  The  number  of  triple- 
lumen  catheters  decreased  froin  1 .8  ±  1 .2  to  1 .0 
±  1 .2  in  Phase  3  (p  =  0.0001 ).  CONCLUSIONS: 
Catlieters  impregnated  with  silver  sulfadiazine  and 
chlorhexidine  had  a  smaller  pniportion  of  catheter- 
related  infection  compared  with  unprotected 
catheters.  Fever  alone  as  an  indication  for 
guidewire  exchange  resulted  in  an  increased  num- 
ber of  unnecessary  procedures.  Using  protected 
catheters  and  suspected  catheter-related  sepsis, 
together  with  an  increase  in  the  safe  period  before 
guidewire  exchange,  decitased  the  rale  of  catheter- 
related  infecuon  and  increased  the  duration  of 


catheteri7.ation.  Together,  these  factors  significantly 
decreased  the  number  of  catheters  used  for 
guidewire  exchange  and  new  catheter  inser- 
tions/patient, Tlie  cost  sa\  ings  to  the  hospital  were 
=  S4.750/month. 

Pneumothorax  ex  racuo — JH  Woodring,  MD 
Baker.  P  Stark.  Chest  1996:1 10(4);  1 102. 

Pneumothorax  ex  vacuo  is  a  little-known  com- 
plication of  lobar  collapse.  In  this  condition,  acute 
bronchial  obstniction  from  mucous  plugs,  aspi- 
rated foreign  bodies,  or  malpositioned  endotra- 
cheal tubes  causes  acute  lobar  collapse  and  a 
marked  increase  in  negative  intrapleural  pressure 
around  the  collapsed  lobe.  As  a  result,  gas  is  drawn 
into  the  pleural  space  around  the  collapsed  lobe 
while  the  seal  between  the  visceral  and  parietal 
pleura  of  the  adjacent  lobe  or  lobes  remains  intact. 
The  pneumothorax  spontaneously  resolves  when 
the  bronchial  obstruction  is  relieved  and  the  lobe 
re-expands.  Recognition  of  pneumothorax  e.x 
vacuo  is  crucial  in  directing  treatment  to  relieve 
the  bronchial  obstruction  rather  than  inserting  a 
chest  tube  into  the  pleural  space. 
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Dear  Reader: 

This  issue  of  the  Journal  comprises  the  Proceedings  of  the  1996  Respiratory  Care  Journal 
Conference  "Emerging  Health  Care  Delivery  Models  and  Respiratory  Care."  The  Conference  and 
this  special  issue  are  in  a  number  of  ways  unique— the  latest  in  an  ongoing  series  of  1 8  conferences 
and  special  issues*  and  the  first  to  address  a  subject  out  of  the  realm  of  science  and  hard  data,  a 
subject  that  to  some  extent  eludes  objective  evaluation. 

The  Chairmen-Guest  Editors,  Dean  Hess  and  Jamie  Stoller,  the  Editorial  Board,  and  all  of  the 
Conference  participants  are  to  be  commended  for  walking  the  fine  line  necessary  to  maintain 
balance  and  perspective  on  issues  that  can  be  emotionally  charged.  Our  intent  is  that  this  issue  be 
useful  to  those  who  lead  and  those  who  follow,  to  clinicians  and  managers  alike,  and  ultimately  to 
patients. 

Sincerely, 


Pat  Brougher 
Editor 
Respiratory  Care 
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Conference  Proceedings 


Conference  Summary: 
Emerging  Health  Care  Delivery  Models  and  Respiratory  Care 


Sam  P  Giordano  MBA  RRT 


111  ihis  summarv.  I  atlcnipl  lo  draw  troiii  each  iiflhe  excel- 
lent Conference  presentations  and  synthesize  the  information 
offered,  to  present  the  Conference's  over-reaching  themes. 

We  began  the  Conference  by  posing  and  attempting  to 
answer  the  question  What  is  causing  change  in  our  heailii- 
care-deHvery  system?  I  thini<  the  long  and  the  short  of  it  is 
tliat  ciiange  is  being  driven  by  concern  over  health  care  costs.' 
Even  tht)ugh  concent  for  quality  was  mentioned,  quality  issues 
ha\e  not  triggered  change.  We  need  to  be  mindful  of  the  fact 
that  v\e  are  talking  about  money — plain  and  simple!  Market- 
driven  reform  is  what  we  are  dealing  with  today — perhaps, 
brought  about  by  fear  of  or  threat  of  government  reform.  The 
health  care  industry  did  not  want  to  change.  It  has  resisted 
change  for  many  ye;u's.  It  was  pointed  out  that  Resident  Nixon 
tried  to  initiate  change.  I  believe  we  can  go  even  f;uther  back 
than  that  and  look  at  the  era  of  President  Truman.  Time  and 
time  again,  it  has  been  the  health  care  indListn  that  has  resisted 
effoils  to  change  the  system.  But,  give  President  Clinton  credit. 
He  shook  us  up.  Rather  than  deal  with  what  we  perceived  to 
be  an  unfavorable  change,  our  industry  decided  to  undertake 
efforts  to  change  health-care-delivery  models  with  an  eye 
toward  reducing  costs  and  allowing  transitional  market  forces 
to  balance  cost  and  quality  issues. 

Costs  then  become  paramount.  We  will  consider  quality, 
but  I  think  quality  is  a  marketing  tool.  I  believe  that  health 
providers  still  value  quality.  Respiratory  care  practitioners, 
physicians,  nurses,  and  all  e)ther  providers  are  committed  to 
excellence  with  regard  to  quality.  But,  we  now  must  balance 
thai  coniniilnienl  w  ith  the  costs  associated  w  illi  ihal  qualits , 
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ami  we  must  doctiment  any  incremental  benefits  that  we  derive 
from  additional  |irocedures.  different  procedures,  and  the  use 
of  new  technology.  There  is  concern  that  this  mo\  ement  may 
inhibit  research  into  technology,  but  actually,  1  believe  that 
it  will  drive  more  research.  Technology  is  one  of  the  best  ways 
to  deliver  on  the  promise  of  curbing  health  caie  spending  with- 
out compromising  the  quality  of  care.  Look  at  what  the  laparo- 
scope has  done  w  ith  regard  lo  surgical  procedures.  We  con- 
tinue to  see  surgical  procedures  increase  in  the  U.S..  but  in 
many  cases  we  see  length  of  stay  and  cost  decrease,--'  The 
tiiie  hope  for  balancing  ctisl.  quality,  and  access  is  technology,"* 
as  a  consequence,  technologic  research  must  be  supported. 

Each  year,  we  are  spending  about  $950  billion."^  To  those 
of  us  who  have  been  watching  health  care  expenditures 
increase,  that  is  actually  pretty  good  news.  Recall  that  the 
projections  of  a  couple  of  years  ago  would  have  us  exceed- 
ing a  trillion  dollars  by  now.-*  The  threat  of  government  inter- 
vention, the  new  sensitivity  to  costs,  pricing,  and,  of  course, 
the  market-driven  efforts  themselves  have  moderated  health 
care  spending.  .Some  evidence  suggests  that  health  care  con- 
sumption IS  related  to  health  resource  capacity — if  it  is  avail- 
able, patients  will  use  it.''  What  we  need  to  do  then  is  to  look 
at  capacity  and,  perhaps,  rebalance.  Because  ol'the  indem- 
nity payment  system  that  evolved  over  the  past  several  tiecades, 
we  have  tended  to  bundle  health  care  benefits  in  the  most 
expensive  care  setting — the  acute  care  setting,  the  hospitals. 
We  now  see  access  to  benefits  being  redirected  lo  less  expen- 
sive care  settings.  This.  then,  poses  a  whole  series  of  chal- 
lenges for  all  hetillh  care  prov  iders,  and,  certainly,  for  res- 
piratory care  practitioners. 

■Downsi/ing,'  restructuring,  "re-engineering" — whatever 
yt)u  wish  to  call  it — is  about  making  the  acute  care  compo- 
nent of  the  health-care-delivery  system  much  more  efficient 
and  adjusting  its  capacity.  It  has  been  anticipated  that  we  will 
have  too  much  capacity.  So.  what  are  we  gt)ing  to  do  w  ith  that 
excess'.'  We  will  ccMitinue  to  decrease  the  number  of  acute  care 
institutions.  Thai  iitiniber  has  decreased  b_\  about  \(V'i  over 
the  last  10  vears.  In  the  remaining  acute-care  facilities,  the 
number  of  beds  continues  to  be  decreased.  But  w  hat  about 
personnel?  We  need  now  to  decrease  the  number  o\'  positions. 
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Furthermore,  in  addition  to  just  increasing  the  efficiency  of 
how  we  provide  care,  we  must  increase  efficiency  by  acquir- 
ing more  skills.  Neil  Maclntyre,  in  the  course  of  discussion, 
refened  to  it  as  horizontal  skills-acquisition.  I  believe  that  I 
would  like  to  replace  that  term  with  job  enlargement,  which 
means  acquiring  skills  at  the  same  level:  whereas,  vertical  skills- 
acquisition  can  be  characterized  as  job  enrichment,  acquir- 
ing tasks  that  demand  higher  skill. 

What  should  the  ideal  health  care  professional  be  doing? 
Should  it  be  enrichment  or  should  it  be  enlargement?  The 
answer,  as  do  most  answers,  lies  right  in  the  middle.  Pro- 
fessionals should  experience  both  enrichment  and  enlarge- 
ment, but  they  must  do  what  is  appropriate.  Skills-acquisi- 
tion should  be  driven  by  what  is  needed,  rather  than  by  what 
providers  want.^  We  have  spent  too  many  years  doing  what 
we  want  to  do  in  the  health  care  industry,  and  we  now  must 
be  more  responsive  to  market  forces.  We  talk  about  marketing 
research  nowadays — finding  out  what  our  markets  want  and 
then  fulfilling  that  demand.  Today  we  are  replacing  the  fee- 
for-service  system,  which  we  know  provides  incentives  to  do 
more,  with  a  capitated  system  that  provides  incentives  to  do 
less,  and  that  raises  a  whole  host  of  concerns.  This  positions 
health  care  providers  to  exert  a  tremendous  amount  of  influ- 
ence over  which  patients  receive  care,  how  that  care  is  deliv- 
ered, and  where  that  care  is  delivered.  Providers  are  now  at 
risk  financially,  just  as  payers  have  always  been.  I  think  that 
risk  sharing  is  a  good  thing.  I  think  that  the  ultimate  mani- 
festation of  risk-sharing  reimbursement  (at  present,  the  man- 
aged care  organizations)  can  be  our  friend. 

One  of  the  biggest  problems  that  the  respiratory  care  pro- 
fession has  faced  for  over  ?i  decades  is  that  we  have  been  held 
hostage  (in  a  manner  of  speaking)  in  the  most  expensive  care 
setting,  the  hospital.  One  of  the  best  things  about  managed 
care  is  that  it  is  site  neutral.  It  allows  care  to  be  rendered  in 
the  least  expensive  setting  that  is  appropriate  for  that  patient's 
condition.  I  believe  that  to  be  a  good  thing  for  society  and  a 
good  thing  for  health  care,  as  well.  Unfortunately,  it  brings 
a  host  of  challenges  because  many  health  care  pro\iders,  regiu'd- 
less  of  their  discipline,  are  not  prepared  to  work  outside  of 
the  hospital.  So,  we  have  a  work  force  out  there  that  needs 
to  be  re-engineered,  as  well.  That  poses  challenges,  certainly, 
for  the  education  community  because  it  must  prepare  providers 
for  the  emerging  health  care  system.  But,  what  about  all  the 
people  who  are  out  there  now?  They  are  not  going  to  retire 
tomorrow.  Such  individuals  must  embrace  lifelong  learning. 
They  must  learn  the  'business'  of  health  care  and  develop  an 
understanding  of  the  costs  associated  with  the  decisions  that 
relate  to  the  care  of  patients. 

Some  interesting  strategies  have  been  discussed.  Disease 
management,  or  disease-state  management,'^''  presents  a  won- 
derful opportunity  for  respiratory  care  practitioners  and  other 
health  care  providers  to  more  profoundly  inlluence  quality 
and  costs.  Because  its  aim  is  to  prolong  periods  of  health,  dis- 
ease-state management,  generally,  targets  chronic  populations. 


So,  there  is  opportunity,  if  you  will,  in  disease-state  man- 
agement, for  respiratory  care  practitioners  and  physicians  not 
only  to  deliver  value  but  also  to  keep  people  out  of  the  sys- 
tem and  to  be  instrumental  in  allowing  consumers  to  take  more 
responsibility  for  their  care.  1  think  that  respiratory  care  prac- 
titioners, with  some  additional  education  and  training,  can  be 
excellent  disease  managers.  Disease-state  management  is  but 
one  suategy.  Demand  management  (also  refeixed  to  as  demand 
engineering,  or  access  management)  means  that  health  care 
providers  need  to  take  steps  to  "manage  down"  the  demand 
for  health  cai^e  resources,  tlius  lowering  health  care  consumption 
and  costs. 

There  are  two  ways  that  we  can  make  health  care  less 
expensive.  One  way  is  by  rationing  care,  looking  at  the  qual- 
ity of  life  issues  before  heavy  investments  are  made — depriv- 
ing people  of  care  because  it  is  not  cost-effective.  Another 
way  is  to  look  at  the  factors  that  drive  consumption  and  then 
systematically  to  attack  those  factors  and  eliminate  them  to 
the  extent  possible. 

There  has  been  a  lot  of  discussion  of  asthma.  It  seems  to 
be  "the"  disease  of  opportunity  right  now,'""'-'  in  part  because 
of  the  problems  with  patient  compliance.  If  we  can  persuade 
asthmatic  patients  to  comply  with  physicians'  orders,  we  will 
decrease  consumption.  That  is  related  to  disease  management, 
but  disease  management  is  a  component  of  demand  engi- 
neering. Demand  engineering  has  applications  and  implica- 
tions beyond  patients  and  payers,  for  example,  the  fact  that 
physicians  on  a  risk-shaiing  contract  get  paid  a  relatively  small 
sum  of  money.  (Alan  London'"*  did  a  good  job  of  pointing  out 
just  how  small  that  is — around  20c  per  life,  per  month)  How 
can  people  stay  in  business  that  way?  Well,  there  is  a  way, 
and  that  is  to  have  a  high  number  of  covered  lives — perhaps 
more  than  a  physician  can  possibly  see  if  office  visits  con- 
tinue at  today's  frequency. 

How  does  one  address  that  problem?  One  possible  strat- 
egy may  be  to  use  midlevel  care  providers,  such  as  respira- 
tory care  practitioners,  to  help  keep  the  patients  away  from 
the  physician,  by  addressing  some  of  the  reasons  that  patients 
see  physicians  today.  The  literature"'^  "'  addresses  telephone 
triage,  algoiithms.  and  protocols,  and  eventually  suggests  reach- 
ing the  point  where  the  patient's  needs  can  sometimes  be  met 
without  seeing  the  physician,  thus  conserving  the  physician's 
time  for  the  patients  who  require  his  or  her  skill.  TTiis  approach 
represents  a  better  allocation  of  health  cai'e  resources  to  health 
care  needs.  That  is  the  overarching  goal — to  balance  the 
demand  for  health  care  resources  with  costs  and  with  what 
society  wants  to  pay  for  health  care  in  the  U.S.  I  heard  one 
Conference  participant  suggest  that,  "if  unchecked,  health  care 
spending  will  reach  149f  of  our  gross  domestic  product.  So 
what?  That's  not  relevant."  Well,  it  can  only  be  relevant  if 
it  is  made  an  issue,  and  right  now  it  is  an  issue  because  many 
businesses  do  not  believe  thai  they  can  be  competitive  in  a 
worldwide  market,  given  their  health  care  costs,  not  to  men- 
tion our  government's  concern  over  the  impact  of  health  care 
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costs  on  the  national  deficit.  1  think  that  demand  management 
will  be  one  of  the  best  opportunities  for  respiratory  care  prac- 
titioners, provided  respiratory  care  practitioners  accept  the 
challenge  and  acquire  the  additional  training  necessary  for 
success  in  its  implementation. 

We  have  seen  an  increase  in  long-term-care  and  postacute- 
care  settings  simply  because  of  the  advent  of  managed  care 
and  the  fact  that  it  is  site  neutral.  Now,  once  patients  are  in 
the  hospital,  the  goal  is  to  "downshift"  them  as  soon  as  pos- 
sible— both  from  a  facility  standpoint  and  from  an  intensity- 
of-resources  standpoint — once  again,  keeping  an  eye  on 
decreasing  costs.  1  believe  that  the  'upsizing"  of  postacute  and 
long-term  care  offers  tremendous  opportunities,  not  only  for 
midlevel  health  care  providers,  such  as  respiratory  care  prac- 
titioners, but  also  for  physicians. 

Other  strategies  to  balance  the  costs  w  ilh  the  care  are  start- 
ing to  emerge,  now  that  we  are  eliminating  the  incentives  to 
treat  patients  in  the  most  expensive  care  settings.  Increased 
use  of  observation  units  to  avoid  hospital  admissions  shows 
promise."-"*  Dischiirge  planning  helps  to  shorten  hospital  stay.'" 
We  hear  discussion  about  a  continuum  of  care,  or  seamless 
c;ire,  and  avoiding  hand-offs  and  the  inefficiencies  that  occur. 
All  of  these  strategies  offer  promise  thai  physicians  and  res- 
piratory care  practitioners  can  influence  cost  reductions  with- 
out compromising  quality  of  care. 

We  have  heard,  from  every  speaker,  that  there  is  a  dearth 
of  data  from  outcomes  research,  but  I  also  have  heard  a  few 
recuning  themes.  1  heard  nothing  to  the  effect  that  protocols 
do  anything  other  than  guide  appropriate  respiratory  care  uti- 
lization. We  must  prepare  our  respiratory  care  practitioners 
to  be  better  thinkers,  to  demonstrate  the  ability  to  think  crit- 
ically. Protocols,  although  they  were  developed  initially  for 
the  acute  ciu'e  settings,  can  be  used  across  the  health  ciire  deliv- 
ery spectrum.-"-'  If  respiratory  care  practitioners  are  quali- 
fied to  work  with  their  medical  directors  to  develop  and  to 
implement  protocols,  then  it  follows  that  respiratory  care  prac- 
titioners have  an  opportuniu  to  demonstrate  that  they  can  bal- 
ance care  with  cost. 

I  believe  that  the  attitude  of  the  cuneiii  wcirk  force  is  some- 
thing that  must  be  addressed  in  a  positive  way.  In  a  time  of 
downsizing  when  some  people  predict  that  of  the  estimated 
1  1  million  allied  health  professionals  in  the  U.S.,  anywhere 
from  10-20%  will  no  longer  be  in  the  system  in  10  years,  it 
seems  to  me  that  if  people  are  concerned  about  their  jobs.  the\ 
should  adopt  a  fle.viblc  attitude  and  embrace  change.  Some- 
body once  said  that  he  gave  his  employees  a  simple  ultima- 
tum. "Either  you  will  be  fired  with  enthusiasm  or  you  will  be 
fired  with  enthusiasm.""  I  think  that  is  what  we  must  convey 
to  the  people  in  our  profession  who  do  not  u  ant  to  make  the 
change,  who  do  not  want  to  pivot.  Individuals  who  w  ant  to 
be  task  performers  only  have  limited  ability  to  add  value. 

We  must  guide  appmpriate  use  and  manage  demand.  We 
must  be  task  performers,  but  we  should  also  understand  the 
financing  systems,  the  economic  consequences  of  clinical  deci- 


sion-making and  what  the  choices  are.  and  then  be  able  to 
develop  meaningful  recommendations  for  the  best  approach 
to  balancing  clinical  and  economic  outcomes.  We  must  develop 
the  communications  skills  necessary  to  make  recommenda- 
tions to  ordering  physicians.  Now.  that"s  "a  reach"  for  some 
respiratory  care  practitioners,  just  as  it  is  for  some  physicians, 
for  some  nurses,  and  for  other  members  of  the  health  care  team. 
We  are  not  different  from  other  components  of  the  health-care- 
provider  team.  We  must  leam  as  much  about  these  'new  things" 
as  they  do.  I  believe  that  once  the  vision  of  the  future  of  what 
respiratory  care  practitioners  can  be  is  painted  clearly,  there 
will  be  people  who  "get"  it  and  people  v.  ho  do  not.  Those  who 
do  not  get  it  will  fall  by  the  wayside,  but  we  must  understand 
that  we  cannot  allow  our  profession  to  be  defined  by  the  least 
common  denominator.  We  should  not  be  restricted  by  the  peo- 
ple who  ha\e  the  least  amount  of  dri\e.  ambition,  and  pro- 
fessionalism. If  they  are  the  ones  holding  us  back,  then  cut 
them  loose.  Just  cut  them  loose!  Because  there  is  going  to  be 
downsizing,  that  inevitable  downsizing  is  a  wondeifu!  oppor- 
tunity to  cull — keep  the  best  and  let  the  others  gol  1  do  not 
believe  that  we  will  have  fewer  respiratory  care  practition- 
ers in  the  future,  although  other  health  professions  may  have 
their  ranks  reduced.  The  reason  goes  back  to  the  days  when 
we  were  held  hostage  in  the  acute-ciu-e  facilities.  We  ha\  e  not 
penetrated  the  subacute  care,  postacute  care,  and  long-term 
care  settings.  The  jobs  were  not  there  before  because  there 
was  no  reimbursement.  Now,  as  patients  u  ho  ha\  c  been  leceiv- 
iui;  c;ue  at  acute-care  facilities  are  dispersed  across  this  health- 
care-deli\ei7  system,  there  w  ill  be  a  demand  for  jobs  for  qual- 
ified respiratory  care  practitioners  who  can  execute  protocols, 
who  can  render  tasks,  who  can  educate  patients  and  family 
caregivers,  who  can  peifonn  assessments  beyond  just  the  pul- 
monary system,  and  who  can  articulate  their  findings  to  con- 
\  ince  decision-makers.  They  will  deal  w  ilh  two  sets  of  deci- 
sion-makers— the  business  decision-makers  and  the  physician 
community.  They  must  be  conversant  in  both  languages,  and 
1  think  that  respirator\  care  practitioners  in  our  top  tier  are 
in  a  position  to  do  that. 

Now,  as  the  work  force  chitnges.  in  tenns  of  its  skills,  roles, 
and  care  settings.  I  think  that  we  need  to  add  skills  for  job 
enlargement,  as  well  as  tor  job  enrichment.  To  increase  our 
value  and  efficiency,  we  must  become  cost  aware.  We  have 
done  some  good  work  in  the  home,  but  not  all  of  our  colleagues 
know  what  things  cost.  Yet.  we  ha\e  some  e\  idence.  Kevin 
Shrake-"--  and  others-'--*  have  presented  some  evidence  that 
shows  that  i-espii-atoi7  care  practitioi-iers  are  making  a  difference, 
both  clinically  and  economically,  but  it  is  unfortunate  that  so 
little  has  been  published.  We  have  people  waiting  for  the  other 
fellow  to  do  it  first.  I  think  that  the  pi-oceedings  froii-i  this  con- 
lerence  and  our  insistence  that  people  accept  change  w  ill  tas- 
ter progress. 

The  acute-  and  long-term-care  settings  offer  some  of  the 
best  opportunities  for  respirator)  care  practitioner  involve- 
ment and  ciowth.'^  But.  we  also  know.  now.  that  there  are 
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opportunities  in  the  intensive  care  units — the  most  expensive 
setting  within  the  most  expensive  setting,  if  you  v\ili.  I  think 
that  Dean  Hess-"  has  done  a  good  job  of  pointing  out  some 
strategies  and  some  interventions  that  we  could  undertake  as 
respiratory  care  practitioners  to  help  guide  decision-making 
to  balance  those  clinical  needs  v\  ith  the  cost  imperatives. 

We  talked  very  little  about  the  movement  to  form  large 
groups  of  physicians'  offices — an  e\ent  that  will  allow  us  to 
seek  employment  v\  ith  those  groups,  to  exercise  not  onh 
demand  management  for  their  patient  with  thorough  exam- 
ination, assessment,  and  monitoring  of  compliance  but  also 
to  perform  a  large  number  of  tasks  within  a  physician-group 
practice  that  would  otherwise  be  done  by  persons  who  com- 
mand higher  saUuies.  So,  that  is  an  opportunity  to  provide  ther- 
apeutic and  diagnostic  services  and  patient  education  and  dis- 
ease management. 

I  also  believe  that  in  order  to  market  successfully,  we  must 
define  our  product.  We  heard  some  things  about  the  need  to 
do  'infomercials',  but  we  must  define  our  product,  and  we 
must  assure,  once  that  product  is  defined,  that  it  ties  into  the 
values  of  the  new  system.  We  are  beginning  to  understand 
that  those  values  are  limited  not  just  to  clinical  excellence  but 
also  to  management  of  utilization.  If  you  were  to  look  ahead 
a  few  years  and  spot  a  profession  known  for  its  ability  to  con- 
trol utilization  or.  better  yet,  known  as  an  expert  in  utiliza- 
tion control,  what  would  the  employment  outlook  of  that  pro- 
fession be  over  the  next  10  years?  Now,  that  is  one  way  to 
identify  the  values  of  the  emerging  system.  Let  me  throw  out 
another  one.  If  you  were  an  expert  in  geriatrics,  what  would 
your  employment  opportunities  look  like  now  and  in  the  fuUire? 
Those  are  some  of  our  values.  Now,  how  do  we  feed  those 
values  back  into  our  product?  How  do  we  tweak  our  prod- 
uct? The  traditional  health  care  system  was  presented  as  a  prod- 
uct at  the  end  of  its  life  cycle,  and  the  problem  is  we  cannot 
harvest  this  product  (which  is  what  they  teach  you  in  busi- 
ness school).  So,  we  must  reinvent  the  way  we  provide  care 
in  a  way  compatible  with  the  rein\  ention  of  the  w  ay  that  we 
are  paying  for  care. 

I  believe  that  the  paitnership  that  we  have  with  physicians, 
and  this  has  been  mentioned  several  times,  is  key  to  our  suc- 
cess in  the  future.  We  aie  one  of  the  few  allied  health  groups 
who  do  not  mind  having  a  partnership  with  physicians.  We 
have  not  gone  off  into  private  practice  or  advocated  public 
access  to  our  services  without  physicians"  orders.  This  then, 
clears  away  many  potential  problems  and  conflicts.  It  also 
brings  positives,  as  well.  I  like  the  idea  that  Dr  Ahmad-'  sug- 
gested that  respiratory  cai^e  ought  to  be  under  medicine,  under 
physicians,  rather  than  under  ancillaries.  That  is  a  wonder- 
ful idea.  If  we  can  organize  that  way  in  hospitals  that  are  con- 
sidered to  be  centers  of  excellence  in  this  country,  it  will  set 
a  standard  for  other  health-care-provider  organizations. 

Kevin  Cornish-^  mentioned  some  things  about  fraud. 
Although  there  has  not  been  a  lot  of  talk  yet  in  medical  cir- 
cles about  fraud,  we  must  understand  what  fraud  does.  Not 


only  does  it  do  the  obvious  (and  I  think  they  made  mention 
of  the  fact  that  there  are  criminal  penalties,  so  that  people  found 
guilty  of  fraud  are  prosecuted  I.  but  fraud  is  hurtful  to  patients. 
Patients  are  denied  access  to  care  in  all  care  settings,  due  in 
part  to  the  fact  that  there  is  fear  on  the  part  of  payers  that  the 
addition  of  a  respiratory  care  benefit  will  add  to  their  costs, 
partly  because  of  fraud.  Over  the  years,  the  professional  ser- 
N'ices  component  of  home  respiratory  care  might  have  been 
reimbursed.  I  believe,  if  it  had  not  been  for  the  concern  over 
fraud  and  abuse.  Now  we  see  that  same  concern  emerging 
related  to  services  provided  following  acute  care  There  are 
payers  who  believe  that  postacute-cai'e  serv  ices  comprise  some 
sort  of  a  scheme  to  increase  revenue.  They  do  not  appreci- 
ate the  value  that  postacute  or  subacute  care  can  deliver  in  terms 
of  mitigating  costs  and  still  delivering  the  care  necessaiy.  We, 
as  respiratory  care  practitioners,  need  to  convey  to  our  col- 
leagues that  fraud  is  not  "none  of  our  business."  It  is  our  busi- 
ness. It  is  our  concent.  We  should  be  just  as  intolerant  of  any 
fraudulent  practices,  any  abusive  practices  as  is  the  Inspec- 
tor General.  It  is  not  someone  else"s  job  to  ferret  out  fraud. 
It  is  our  job!  It  does  work  to  our  disadvantage  if  we  do  not 
eliminate  those  people  without  principle,  who  would  prey  on 
sick  people.  Stealing  from  the  sick  has  to  be  the  lowest  form 
of  thievery.  Documentation  of  fraud,  however  isolated,  will 
influence  coverage  decisions  and  affect  reimbursement.  The 
small  dishonest  minority  who.  in  essence,  steal  from  the  sick 
discredit  our  entire  profession  in  the  minds  of  some  key  Health 
Caie  Finance  AdminisOation  (HCFA)  officials.  If  you  are  aware 
of  fraud,  then  do  something  about  it  or  be  prepared  to  face 
the  far  reaching  consequences. 

There  has  been  some  discussion  of  tlie  need  for  effectiveness 
research  and  how  to  conduct  that  research.  I  was  fortunate 
enough  to  be  a  commissioner  on  the  National  Commission 
for  Allied  Health,  and  we  discussed  this  need  at  great  length. 
Tlie  challenge  that  we  are  facing  is  to  balance  efficacy  research 
w  ith  effectiveness  research,  or  outcomes  research.  The  prob- 
lem is  that  we  do  not  have  a  lot  of  outcomes  researchers. 

Wlience  the  training  for  outcome  researchers?  It  is  not  here. 
It  appears  to  be  difficult  for  individuals  to  make  the  transi- 
tion from  efficacy  research  to  effectiveness  research.  What 
we  need  in  our  profession  is  a  group  qualified  to  conduct  eft'ec- 
tiveness  research  and  to  focus  on  outcomes,  just  like  we  already 
have  for  efficacy  research.  We  know  what  works  and  what 
does  not  work  clinically,  but  we  do  not  know  what  is  most 
cost-effective,  and  we  do  not  know  what  models  of  care  are 
more  effective.  We  do  not  know  the  optimum  skills  mix  for 
respiratory  care  practitioners — the  mix  for  the  ICU,  for  the 
emergency  room,  for  subacute-care  settings,  for  home  care 
settings,  for  pulmonan  lehabilitation.-^ -"  Are  we  talking  about 
5  or  6  different  indi\  iduals?  I  doubt  it.  There  is  an  optimum 
mix  in  there  some  place,  but  that  not  only  has  to  be  identi- 
fied but  also  validated  with  credible  research  measuring  clin- 
ical and  economic  outcomes.  1  heard  a  lot  about  what  tlie  Amer- 
ican Association  for  Respiratory  Care  (AARC)  should  be  doing, 
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but  you  are  the  AARC.  The  AARC  does  not  treat  patients. 
We  have  to  understand  that  the  AARC  can  gather  and  dis- 
seminate information,  and  we  can  enable  research  by  mak- 
ing funds  available  and  by  networking.  The  Clinical  Practice 
Guidelines  project'"  is  looked  upon  as  the  best  activity  that 
the  AARC  has  undertaken — but  was  it  the  AARC?  No.  It  was 
individuals  committed  to  our  profession  who  had  the  vision 
to  anticipate  the  impact  the  Guidelines  were  to  have.  The 
AARC.  like  any  other  organization,  can  set  goals  and  can  facil- 
itate their  realization,  but  it  cannot  do  the  necessary  effec- 
tiveness and  outcomes  research.  It  is  you  who  must  do  that. 
It  is  you.  not  the  AARC,  who  have  access  to  care  settings. 

It  was  good  to  see  recommendations  come  forth  about  how- 
to  analyze  costs.  Because  everything  is  now  about  costs.  John 
Walton"  did  a  wonderful  job  (and  he  did  tell  me  that  he  was 
going  to  give  you  all  a  test  on  all  those  different  cost  classi- 
fications). In  his  talk,  he  made  perhaps  one  of  the  most  impor- 
tant statements  of  this  conference,  "We'll  never  be  able  to 
undertake  meaningful  rese;irch  regarding  the  cost-effectiveness 
of  respiratory  care  until  we  agree  on  what  costs  we're  going 
to  use."  Because  indirect  costs  are  arbitrary  and  because  we 
know  what  our  direct  costs  iire.  we  should  make  a  strong  state- 
ment out  of  this  conference  that  all  cost-related  research  asso- 
ciated with  respiratory  care  should  include  direct  costs. 

Lucy  Kester"-  did  a  good  job  of  describing  the  helter-skel- 
ter approach  of  re-engineering  and  reorganization.  Numbers 
were  presented  because  they  have  been  published — but  in 
many  instances  not  in  peer-reviewed  journals.  To  my  knowl- 
edge, none  of  those  studies  employed  a  rigorous  scientific 
method.  We  must  study  costs  associated  with  restructuring 
as  well  as  the  impact  of  our  services  in  other  care  settings. 
We  must  use  consistent  cost  information  and  methodology, 
so  that  we  can  compare  the  results  of  one  study  with  the  next. 
We  w  ill  then  have  credible  infomiation  on  v\  hich  to  base  deci- 
sion-making. 

Decisions  will  be  data-driven.  Do  any  of  you  here  think 
that  respiratory  care  practitioners  are  not  needed?  Have  you 
seen  anything  yet  that  would  show  you  that  they  can  be  sub- 
stituted? No!  Then  all  we  have  to  do  is  document  that  in  terms 
of  cost  and  clinical  outcomes.  That  is  an  oversimplification, 
but  that  is  what  we  need  to  focus  on.  We  have  made  a  good 
start.  We  have  put  more  than  5  years  of  work  into  Clinical 
Practice  Guidelines.  They  have  many  applications,  and  you 
have  all  done  a  good  job  of  describing  how  they  have  fed  into 
protocols,  and  how  they  have  helped  manage  control  utilization. 
But  the  other  reason  for  their  creation  w  as  to  promote  con- 
sistency in  tlie  practice  of  respiratory  care  tliroughout  the  United 
States,  so  that  practice  could  be  studied  nationally.-"  We  con- 
sidered this  many  >e;u-s  ago  and  found  that  because  we  applied 
respiraioiA'  care  differently  thrtnighout  the  L'.S..  it  was  not  pos- 
sible to  design  comprehensive,  multicenter.  national  studies 
of  outcomes  for  respiraton'  care  procedures  that  would  allow 
us  to  develop  clinical  indicators.  That  is  w  hen  the  talk  about 
guidelines  began.  The  important  thing  is  that  we  have  those 


guidelines,  and  data  now  support  that  a  lot  of  people  are  using 
them.  This  presents  a  wondert'ul  opptjrtunity  to  undertake  effec- 
tiveness research,  seeking  to  document  the  impact  of  respi- 
ratory care  and  respiratory  care  practitioners  using  direct  costs 
and  other  measures  of  consumption  such  as  length  of  stay, 
admissions,  and  re-admissions. 

We  need  to  call  for  such  research,  not  only  on  the  protocols. 
We  know  tliat  they  aie  having  an  impact  on  utilization,  but  what 
about  the  quality  of  care?  We  must  make  sure  that  we  are  not 
compromising  quality  of  care.  We  need  to  undertake  research 
efforts  to  establish  the  value  of  respiratory  care  practitioners 
in  demand  engineering  and  di.sease-state  management. 

We  must  understand  that  we  will  expand  our  roles  to  that 
of  case  managers  and  care  coordinators,  and  we  must  prepare 
our  people  to  be  true  critical  thinkers.  Respiratory  care  prac- 
titioners should  have  not  only  a  broader  scope  of  practice  but 
also  the  mental  "horsepower"  and  ability  to  assist  the  physi- 
cian in  decision-making,  to  assist  the  nurse.  I  heard  a  lot  about 
nurses  versus  'us.'  but  1  do  not  agree.  The  respiratory  ciu"e  prac- 
titioner can  become  a  third  major  player  in  care  deli\  ei^.  There 
is  room  for  that.  We  see  the  physicians,  we  see  the  nurses  and 
what  they  do.  but  other  things  need  to  be  done  that  neither 
of  those  professions  can  do.  simply  because  of  the  limiting 
factors  associated  with  their  education.  That  leaves  room  for 
others  to  "step  up  to  the  plate.'  Of  the  allied  health  professions 
that  exist,  some  are  off  into  private  practice  and  doing  other 
things.  Not  one  allied  health  profession  that  I  am  aware  of  is 
looking  at  itself  as  a  true  adjunct  to  the  physician-nurse  part- 
nership— to  be  that  third  partner  in  all  care  settings,  tor  all 
patient  populations.  That  is  available  to  us.  The  catch  is  that 
we  must  experiment.  If  we  go  forward  with  experiments,  we 
will  come  to  know  what  right  is.  We  are  probably  going  to 
find  that  some  of  our  ideas  are  not  very  good  ideas.  We  are 
probably  going  to  find  that  some  things  do  not  work  as  well 
as  we  thought  tliey  w t)uld.  The  resciuch  tliat  we  undertake  may 
also  show  us  where  we  are  not  needed.  We  need  to  be  ready 
to  accept  that  finding.  It  is  better  that  our  profession  face  real- 
ity than  ha\  e  reality  confront  us.  1  w  ould  rather  confront  that 
reality.  Soineone  once  said  that  if  you  really  want  to  keep  your 
job.  the  best  way  to  do  that  is  to  continue  to  work  in  such  a 
way  as  to  work  yourself  out  of  that  job.  There  is  never  enough 
work  for  a  person  like  that,  never. 

In  closing.  1  want  to  say  that  perhaps  the  biggest  thing,  the 
single  most  important  thing  that  we  need  to  do  is  to  change 
the  attitude  of  respiratory  care  practitioners — to  embrace 
change,  to  accept  additional  work,  to  be  tiexible.  to  work  in 
different  care  settings,  to  work  in  different  care  roles,  to  be 
able  to  make  the  transition  from  acute  c;ire  where  we  ;u'e  care- 
jiroN  iders  to  long-tenii-ciue  settings  where  we  are  caie-enablers. 
to  become  patient  educators  and  assessors.  If  we  can  adopt 
such  attitudes  and  embrace  these  new  roles  and  settings,  then 
I  belie\e  that  respirators  care  practitioners  v\ ill  contribute  to 
the  \alues  of  the  new  healih-care-delivery  system  and  assure 
their  continued  in\ Dhement. 
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Introduction 

Recent  years  have  brought  important  changes  to  health  care. 
Gone  are  the  days  when  the  last  questions  were  "'What  will 
this  care  cost?"  and  "Who  is  going  to  pay  for  it?"  Now.  pay- 
ers and  providers  recognize  the  ciitical  need  to  control  the  costs 
of  care  and  identify  the  payment  sources.  Long-established 
provider  and  health  insurance  organizations  are  merging  and 
"downsizing"  in  order  to  be  more  competitive.  In  addition,  man- 
aged care  has  become  the  norm  in  many  markets,  influenc- 
ing when,  where,  and  how  care  will  be  pnn  ided.  Respiratory 
care  professionals  (RCPs)  face  the  challenges  of  competition 
for  patient  care  responsibilities  from  nurses,  patient  care  tech- 
nicians, and  others,  as  determinations  are  made  concerning 
who  is  the  most  cost-effective  provider  of  service. 
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To  better  address  the  opportunities  and  threats  created  by 
these  changes,  it  is  critical  to  understand  the  forces  driving 
these  alterations  in  our  health  care  system.  In  this  paper,  I  dis- 
cuss those  forces  effecting  changes  in  health  care  in  the  United 
States  as  a  whole  and  in  the  general  market,  and  how  those 
forces  relate  to  both  payers  and  pro\  iders.  I  also  address  leg- 
islative response  to  these  forces  and  the  effect  of  these  changes 
on  RCPs. 

Forces  Driving  Health  Care  Change 

Many  forces  drive  health  care  changes  tx;cuning  in  tlie  U.S. 
market.  The  chief  drivers  are  cost,  quality  and  access,  poli- 
tics, and  the  demystification  of  inedicine. 

The  Principal  Force — Increasing  Costs 

General  Considerations 

The  principal  force  driving  U.S.  health  care  change  is  the 
cost  of  our  existing  system  of  care.  In  1994,  almost  a  trillion 
dollars  ($949.4  billion)  were  spent  on  health  care.  This  amount 
of  spending  translates  to  S3, 5 1 0  per  capita. '  In  addition  to  sheer 
size,  health  care  expenditure  grow  th  is  worrisome  because 
the  cost  continues  to  outstrip  the  Consumer  Price  Index  (Fig. 
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1).^  As  a  percentage  of  the  Gross  Domestic  Product  (GDP), 
health  care  expenditures  in  the  United  States  ha\e  grown  from 
5.1%  in  1960  to  liJ'vc  in  1994.  the  latest  year  for  which  data 
are  available.  Although  health  care  expenditures  continue  to 
increase,  economists  were  encouraged  by  the  latest  reports 
of  health  care  spending  because  these  data  suggested  a  slow- 
ing of  growth  in  the  costs  of  health  care,  meaning  health  care 
expenditures  for  the  year  2000  are  projected  to  be  169^  of  GDP 
versus  the  187r  previously  predicted  from  the  high  rates  of 
growth  prior  to  1993.^ 


1980        1982        1984        1986        1988        1990        1992        1994 
US.  Bureau  of  Labor  Statistics.  CPI  Detailed  Report 


Fig.  1.  Consumer  Price  Index  1980-1995 — all  items  (- 
medical  care  ( ).  Reproduced  from  Reference  2. 


versus 


The  slowing  of  the  rate  of  growth  in  health  care  costs  has 
been  accomplished  in  part  by  a  rise  in  the  use  of  corporate 
purchasing  power.  Employer  coalitions  as  aggregate  groups 
are  appearing  across  the  country  to  negotiate  premium  rates 
and  health  care  benefits  for  their  employees.  Tliese  large  blocks 
of  potential  enrollees  have  pressured  both  health  care  insur- 
ers and  providers  strongly  enough  to  lower  payment  rates  and 
costs.  In  addition,  an  increase  in  penetration  by  and  compe- 
tition among  managed  care  organizations  for  employer  con- 
tracts has  contributed  to  a  slowing  or  flattening  of  health  care 
insurance  premium  growth  in  some  markets."* 

While  some  express  optimism  regarding  the  deceleration 
of  health  care  spending,  many  worry  that  slowing  growth 
trends  cannot  be  sustained.  They  contend  that  the  factors  con- 
tributing to  it  are  one-time  savings,  similar  to  those  associ- 
ated with  the  initial  shift  of  large  blocks  of  the  population 
into  managed  care  plans  and  the  threat  of  national  reform."* 
The  latter  caused  providers  and  insurers  to  look  seriously  at 
costs  in  hopes  of  preventing  government  intervention  in  the 
system  of  care. 

Another  important  trend  revealed  by  analysis  of  1994  healtli 
care  expenditure  data  is  the  rise  in  Medicare  and  retiree  health 
benefits  costs  compared  with  the  decreasing  cost  trend  for  pri- 
vate insurance  benefits.  The  aggregate  growth  in  health  care 


expenditures  for  private  health  insurance  in  1994  was  4%;  the 
aggregate  growth  in  health  care  expenditures  for  Medicare 
was  1  l.S'/r.  The  factors  affecting  1994  Medicare  expenditure 
growth  were:  ( 1 )  Enrollment — the  actual  number  of  those  eli- 
gible for  Medicare  grew  by  1.8%,  while  enrollment  in  pri- 
vate health  insurance  fell  by  0.1%.  (2)  Coverage  differences — 
Medicare-covered  health  care  services  are  more  generous  in 
certain  benefit  areas,  covering  such  services  as  long-temi  care 
(which  is  not  typically  included  in  coverage  through  private 
health  care  plans).  (3)  Increases  in  payments  to  physicians — 
In  1994,  physicians  and  other  professionals  providing  cov- 
ered services  to  Medicare  enrollees  were  rewarded  with 
increases  in  fees  for  lower  levels  of  utilization  than  in  1992.' 

Factors  Influencing  Growth  in  Costs 

Whether  growth  in  health  care  spending  is  slowing  or  not, 
the  impact  of  health  care  spending  on  our  U.S.  economy  is 
significant,  making  it  important  to  understand  the  factors  influ- 
encing its  size  and  growth. 

The  four  main  factors  leading  to  increasing  health  care 
costs  are; 

•  General  inflation — the  growth  in  the  overall  costs  of  goods 
and  services  for  a  'market  basket"  of  items; 

•  Population  growth  and  its  demographics — the  overall 
increase  in  the  number  and  advancing  age  of  persons  using 
health  care  services; 

•  Medical  price  inflation — price  inflation  above  general  infla- 
tion, mostly  related  to  the  labor  costs  of  the  more  highly 
trained  and  skilled  health  care  professionals;  and 

•  Service  intensity — the  influence  of  such  factors  as  tech- 
nology and  unnecessary  care. 

General  and  medical  price  inflation  account  for  slightly 
more  than  three  fourths  of  spending  growtli.'  Yet,  ser\  ice  inten- 
sity is  the  primary  focus  of  cost-cutting  efforts  and  is  influ- 
enced by; 

Technology.  This  includes  new  treatments,  intervention 
approaches,  and  pharmaceuticals.  As  demand  for  improved 
services  has  increased,  so  has  medical  technology  advanced. 
These  advancements,  such  as  the  greater  prevalence  of  tech- 
nology available  for  diagnosing  disease  (eg.  magnetic  reso- 
nance imaging  and  computerized  tomography),  have  matched 
the  American  public's  expectations  for  better  care,  no  mat- 
ter the  cost.  Our  system  of  health  care  rewards  new  science 
and  innovations.  We  constantly  seek  new  and  better  ways  to 
treat  disease  and  disability.  Such  advancements  and  improve- 
ments usually  come  with  higher  associated  costs.  For  exam- 
ple, the  introduction  of  endoscopy  has  markedly  changed  the 
practice  of  gastroenterology.  Endoscopy  is  well  tolerated  by 
most  patients,  produces  more  reliable  data  than  older,  less 
expensive  diagnostic  tools,  and  is  used  routinely  for  diagnosing 
ulcers.  Typical  combined  charges  for  physician  and  hospi- 
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tal  services  associated  with  endoscopy  range  between  $500 
and  $  1 .500  versus  charges  of  $  1 00  to  $250  for  the  formerly 
routine  radiology  tests. 

Exemption  from  Market  Forces.  Because  health  benefits 
coverage  was  cheaper  than  salary  increases,  employers  in  past 
years  provided  broader,  richer  coverage  for  services,  includ- 
ing first-dollar  coverage,  which  has  no  cost  sharing  provisions 
or  out-of-pocket  expenses,  such  as  a  deductible  or  co-insur- 
ance. As  a  result,  employees  had  little  understanding  of  the 
value  of  the  benefit  they  were  receiving.  Employers  also  ben- 
efited because  health  benefit  expenses  are  a  tax-deductible 
cost  of  doing  business.''  So.  expansion  in  health  insurance  cov- 
erage has  led  to  effective  insulation  of  consumers  and  providers 
from  the  costs  of  health  care. 

Most  of  us  did  not  care  or  ask  what  services  cost  because 
insurance  would  pay  for  most  care  we  sought.  Insurers  typ- 
ically paid  medical  billings  without  comment,  not  wanting 
to  second  guess  physicians  and  other  providers.  Providers 
such  as  hospitals  and  physicians  were  also  oblivious  to  each 
others  charges;  again,  because  the  costs  of  care  were  rarely 
part  of  the  decision  to  provide  services  deemed  required. 
Physicians  and  hospitals  are  only  now  gaining  an  under- 
standing of  the  combined  costs  of  professional-  and  hospital- 
provided  services. 

Fragmentation.  Another  demonstration  of  niiirket  failure  lead- 
ing to  increased  cost  is  the  fragmentation  of  the  industry.  Lit- 
tle attempt  is  made  to  coordinate  care  provided  in  one  setting 
with  that  provided  in  another.  For  example,  in  many  areas  of 
the  country,  routine  results  from  testing  in  the  physician's  office 
are  not  forwarded  to  hospitals  or  ambulatory  surgery  centers 
when  a  patient  is  scheduled  for  surgery.  Thus,  routine  lab- 
oratory and  diagnostic  testing  such  as  electrocardiograms  are 
unnecessarily  repeated. 

Excess  Capacity.  Excess  capacity  can  be  described  in  two 
ways:  underutilized  bed  space  in  hospitals,  ambulatory  care 
facilities,  acute  care  facilities  and  the  like,  and  the  oversup- 
ply  of  physicians  and  other  health  care  professionals.  Excess 
bed  capacity  contributes  to  higher  tlxed  hospital  costs,  costs 
the  hospitals  try  to  recoup  by  increasing  utilization.  In  a  sim- 
ilar way,  physician  excess  capacity  leads  to  greater  utiliza- 
tion of  services  with  no  decrease  in  price  for  services — not 
greater  competition  and,  thus,  decreasing  price.' 

Supplier  Control  of  Demand.  Because  they  are  responsi- 
ble for  ordering  tests  and  prescribing  and  recommending  inter- 
ventions, physicians  control  demand.  Pio\  ider  pa\  ment  mech- 
anisms create  a  perverse  incentive  whereby  the  more  services 
provided,  the  greater  the  provider's  generated  revenue.  Like- 
wise, the  cost-based  payment  methodology  used  for  hospi- 
tal services  meant  lliat  the  greater  the  hospital's  costs,  the  larger 
the  payment  for  services.  Under  such  a  system,  why  would 


any  reasonable  hospital  administrator  seek  to  lower  or  make 
more  effective  the  costs  of  care  delivery? 

Lack  of  Efficacy  &  Quality  of  Care  Information.  For  exam- 
ple, we  are  just  now  able  to  answer  such  questions  as  Does 
radical  prostatectomy  for  prostate  cancer  lead  to  longer  and 
more  productive  quality  of  life  than  a  watchful  waiting,  non- 
interventionist  approach  costing  significantly  less? 

Administrative  Costs.  Administrative  costs  include  third- 
party  oversight  for  utilization  management  and  documenta- 
tion of  medical  necessity  now  required  because  of  overutili- 
zation  of  high-cost  services,  such  as  inpatient  stays  and  surgical 
procedures.  There  are  also  costs  associated  with  the  structure 
of  our  health  insurance  payment  system.  For  example,  per- 
sons covered  by  a  \  oluntar>  Medic;ire  supplemental  (or  Medi- 
care 'wrap' )  policy,  which  pro\  ides  insurance  coverage  for 
services  not  covered  by  Medicare  Parts  A  and  B,  receive  two 
statements  describing  payments  for  submitted  claims.  Tl:e  first 
describes  the  portion  paid  by  Medicare.  The  second  describes 
payments  made  by  the  supplemental  Medicare  policy,  even 
when  the  payment  is  under  S2.00 — less  than  the  cost  of  pro- 
ducing and  sending  the  statement.  Reformatting  and  anidyzing 
claims  data  for  evaluative  purposes,  such  as  provider  profiling 
and  quality  reporting,  also  adds  costs. 

Unnecessary  Care  &  Defensive  Medicine.  Key  targets  for 
reducing  service  intensit)-  costs  are  unnecessar\  care  includ- 
ing medical  and  surgical  inter\entions  rendered  without  clin- 
ical justification  and  care  associated  with  defensive  medicine. 
The  latter  involves  costs  associated  with  malpractice  and  care 
to  avoid  litigation.  Such  costs  include  malpractice  litigation 
(ie,  awards,  legal  fees,  and  lost  revenue  from  the  practice  dur- 
ing the  conduct  of  the  trial  I.  professional  liability  insurance 
premiums,  legal  fees  and  the  unnecessary  testing,  monitor- 
ing, and  earlier  interventions  provided  in  hopes  of  avoiding 
litigation.  Many  medical  intersentions  are  not  pro\'en  effec- 
tive but  are  prescribed  nonetheless.  A  high  variation  in  treat- 
ment protocols  and  companion  outcomes  exists  region  to  region 
across  the  nation.* 

Productivity  Costs.  Producdvity  costs  are  those  labor  costs 
associated  w  ith  providing  care.  Potential  savings  here  are  lim- 
ited by  the  labor-intensive  nature  of  services  as  well  as  the  lack 
of  information  and  measures  for  evaluating  outcomes  accurately. 

Growth  in  Number  of  Uninsured.  Costs  of  providing  care 
to  persons  v\  ho  cannot  pay  has  traditionally  been  shifted  to 
those  who  could.  Empkners  have  absorbed  the  largest  por- 
tion of  the  costs  through  higher  rates.  The  increase  to  be 
absorbed  results  not  only  from  the  overall  growth  in  the  costs 
of  care  for  those  who  cannot  typically  afford  to  seek  care  early 
in  the  course  of  an  illness  but  also  from  a  growing  number 
of  persons  who  are  uninsured  or  underinsured. 
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Growth  in  Specialization.  The  advanced  education  required 
for  specialization  has  been  used  to  Juslify  higher  charges  for 
services  and  a  narrower  view  of  patient  care.  That  is.  a  chest 
physician  is  unlikely  to  treat  a  patient  for  duodenal  ulcer.  Ratlier, 
the  patient  is  usually  refeired  to  a  gastroenterologist  for  man- 
agement of  this  'other  problem'  versus  having  both  problems 
managed  by  the  same  physician. 

Other  Factors  Driving  Changes 

Quality  &  Access.  Health  care  payers  were  once  mainly  con- 
cerned with  the  bottom  line,  the  total  premitims  paid  and  i^rof- 
its  garnered.  But,  payers  today,  both  public  payers  such  as  the 
federal  government  and  states  as  well  as  private  insurance  com- 
panies, are  concerned  not  only  with  cost  but  also  with  qual- 
ity and  access  issues.  Information  on  efficacy  and  quality  of 
treatment  and  comparative  treatment  options  has  either  been 
absent  or  sciu'ce.  Employers  are  now  demanding  demonstrated 
improved  outcomes  when  paying  higher  prices  for  seemingly 
similar  services  and  care.** 

Government  and  payer  concern  about  access  is  driving 
change  in  U.S.  health  care.  Between  33  and  38  million  Ainer- 
icans  do  not  have  health  insurance  coverage,  considered  by 
many  to  be  a  basic  right.'"  Also,  health  care  benefit  structure 
limits  access  to  the  full  continuum  of  treatment  and  care  ser- 
vices, even  when  access  to  less  costly  care  would  prevent  an 
inpatient  hospital  stay  or  other  more  costly  form  of  care.  For 
example,  many  plans  cover  home  health  care  only  after  an 
inpatient  hospital  stay;  this  requirement  results  in  many  admis- 
sions 10  manage  problems  that  could  have  been  provided  in 
a  less  costly  home  setting. 

Politics.  The  unexpected  election  of  Hauis  Wofford.  Demo- 
crat from  Pennsylvania,  to  the  U.S.  Senate  in  the  Fall  of  1991 
is  credited  with  bringing  health  care  reform  to  the  most  recent 
political  forefront."  Clinton's  1993  Health  Care  Task  Force, 
like  Nixon's  reforni  efforts  in  the  early  1970s,  sought  to  revise 
this  complex  industiy  that  represents  almost  a  fifth  of  our  econ- 
omy. The  goals  of  these  efforts  included  broader  access  for 
all  Americans,  lower  costs,  and  measurable  outcomes. 

Demystification  of  Medicine.  Physicians  are  no  longer  per- 
ceived as  gods.  Public  questioning  of  differences  in  physi- 
cian practice  patterns  and  the  cost  of  services  is  more  com- 
mon, as  demonstrated  by  recent  press  reports  describing  areas 
of  the  country  with  higher  than  normal  rates  of  certain  sur- 
gical procedures. '- 

RESPONSE  To  Forces  Driving  Changes 

The  threat  of  system-wide,  government-directed  reform 
of  the  health  care  system  was  such  anathema  to  many  pay- 
ers and  providers  that  it  catalyzed  market-initiated  actions. 
Payers  (employers,  insurers,  and  governments)  and  providers 


began  to  voluntiirily  embrace  managed  care  and  its  principles 
of  service  cost-control  through  lowered  provider  payments 
and  utilization  management. 

Payer  Response 

Payers  such  as  the  federal  and  state  governments,  employ- 
ers, and  insurers  have  responded  to  the  forces  driving  health 
care  changes  by  tackling  the  cost,  access,  and  quality  issues. 

Cost 

With  respect  to  cost  management,  payers  have  begun  to 
lower  and  control  payments  through  pro\ider  negotiation  and 
selective  contracting,  movement  to  national  payment  method- 
ologies to  eliminate  regional  differences,  utilization  man- 
agement, and  the  integration  of  financing  with  care  delivery. 

Negotiation  &  Selective  Contracting.  Government  programs 
such  as  Medicare  and  Medicaid  have  a  long  history  of  estab- 
lishing provider  payment  levels  at  less-than-billed  charges. 
Other  payers  such  as  health  insurers  and  large  self-funded 
employers  have  come  to  embrace  the  concept  of  price  nego- 
tiation with  selective  networks.  Through  these  airangements, 
consumers  are  provided  with  an  incentive — usually  lower  out- 
of-pocket  costs — to  use  contracted  providers.  Physicians  are 
generally  paid  the  lesser  of  their  charges  or  a  set  scheduled 
amount  for  each  service  provided.  Hospitals  are  paid  some 
established  discounted  amount,  per  diem  (ie.  fixed  payment 
per  day  regardless  of  the  number  of  services  provided)  or  per 
diagnosis  related  group  (DRG).  As  already  mentioned,  employ- 
ers are  establishing  large  purchasing  units  to  selectively  con- 
tract with  insurers  and  providers,  resulting  in  lower  premium 
and  service  costs.  Efforts  by  employers  to  control  employee 
health-benefits  cost  increases  have  been  successful.  In  1994, 
total  health-benefit  cost/employee  were  lower  than  similai'  costs 
in  1993." 

Government  payers  in  particular  have  sought  to  cap  costs 
through  Medicare  risk  programs  and  Medicaid  managed  care 
initiatives.  Both  programs  seek  to  pay  contracting  health  plans 
95%  of  the  average  costs  for  similar  types  of  fee-for-service 
program  enrollees.  Thus,  for  the  contract  period,  usually  12 
months,  the  government  is  guaranteed  no  increases  in  pro- 
gram costs  for  enrollees  in  these  managed  care  initiatives.  In 
addition  to  Medicaid  programs,  roughly  3.9  million  persons 
age  65  and  over  are  enrolled  in  Medicare  risk  health  main- 
tenance organizations  (HMOs).  Enrollment  is  growing  at  a 
rate  of  89.000/month.  with  enrollment  concentrated  in  Cal- 
ifornia. Florida,  Arizona.  New  York,  and  Texas  where  per 
capita  monthly  rates  are  in  the  range  of  $400  to  almost  $700.'-* 

National  Payment  Methodologies.  The  Health  Care  Financ- 
ing Administration  (HCFA)  was  among  the  first  payers  to 
question  the  differences  in  the  costs  of  care  from  region  to 
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regidn.  DRGs  were  adapted  by  the  HCFA  in  the  early  I98()s 
as  a  means  for  establishing  a  common,  national  basis  tor  hos- 
pital payments  and  of  integrating  financing  and  health  care 
delivery  with  hospital  prosiders.  For  each  inpatient  stay  of 
a  Medicare  enroUee.  hospitals  iire  paid  a  fixed  amount  depend- 
ing on  certain  factors  such  as  diagnosis,  procedures  perfonned. 
and  complicating  comorbidities.  The  HCFA  has  fixed  the 
weights  for  each  DRG  and  established  a  formula  for  the  con- 
version factor  or  dollai'  amount  used  to  multiply  by  the  weight 
to  establish  the  pasment  for  each  case.  If  total  inpatient  care 
costs  are  less  than  u  hat  is  received  as  the  DRG  payment,  the 
hospital  keeps  the  difference,  or  surplus.  Likewise,  losses 
must  also  be  absorbed  by  the  facility.  DRGs  have  been 
adopted  by  other  large  payers,  including  Blue  Cross  plans 
and  other  insurers,  preferred  provider  organizations  (PPOs) 
and  a  few  HMOs  with  large  numbers  of  enrollees  in  state 
and  regional  markets. 

Also  to  eliminate  regional  differences  in  physician  pay- 
ments, the  HCFA  has  established  common,  national  method- 
ologies for  payment  of  ambulatoi'y  surgei^  and  physician  ser- 
vices. Payments  for  the  ambulatory  surgery  are  based  on  eight 
categories  assigned  by  the  CPT-4  (ie.  Ciinent  Procedural  Ter- 
minology) code  of  the  most  complex  procedure  performed. 
Payments  for  physicians'  senices  involve  a  national  fee  sched- 
ule that  uses  resource-based  relati\e  value  units  IRBRVS) 
assigned  to  each  CPT-4  procedure  code.  Each  procedure  is 
assigned  a  weight  for  wcirk.  practice,  and  malpractice.  These 
RBRVS  weights  were  established  by  researchers  and  a  panel 
of  experts  to  reflect  the  le\el  of  training,  skill,  decision-mak- 
ing, and  effort  in\  oh  ed  in  each  service  relative  to  other  ser- 
vices provided  by  other  types  of  physicians.  For  example,  the 
weights  for  open  heart  surgery  and  joint  replacement  uere 
established  using  a  common  definition  of  the  \alue  of  1  work 
unit,  rather  than  pre\ iously  used  relative  salue  schedules  using 
billed  charges  as  the  basis  lor  unit  development.  Many  insurer. 
PPO,  and  HMO  payers  have  adopted  physician  RBRVS-based 
payment  methodologies  foi'  all  lines  of  business,  including 
employer  groups. 

I'tilization  Management.  Today,  almost  every  type  of  health 
insurance  co\eragc  from  indemnity  iir  traditional  "sickness 
insurance"  to  HMOs  invob  es  some  degree  of  utilization  man- 
agement. Ree|uiivments  for  pre-authori/;ition  are  increasingly 
common  in  indemnity  hcnetlt  plans. ^  HMOs  have  always 
employetl  utilization  management  and  elcmcnis  of  pre\en- 
tiiin.  disease  management,  and  patient  accoLinlahilit\  in  man- 
aging the  costs  i>f  care.  For  example.  HMOs  \  iew  emergency 
room  \  isits  and  admissions  for  asthma  as  avoidable  in  most 
instances.  Health  plans  ha\e  inxcsted  considerable  resources 
in  eilucalnig  enrollees  w  iih  asihma  on  how  to  monitor  and  man- 
age their  disease.  Similar  siiategies  for  diabetes  antl  heart  dis- 
ease aie  pasing  off  in  reduced  high-cost  emergency  room  vis- 
its and  inpatient  admissions.'^ 

Employers,  in  particular,  have  begun  to  appreciate  savings 


attributed  to  prevention  efforts.  Coors  Brewing  Company  has 
published  the  results  of  their  prevention  efforts. ""  Unlike  healtli 
plans  and  insurers  who  may  provide  continuous  coverage  for 
enrollees  for  periods  ranging  from  1  to  .'i  years,  employees 
of  large  companies  (with  over  500  employees)  are  likely  to 
remain  with  their  employer  for  a  longer  period  of  time.  Employ- 
ers and  their  employees,  therefore,  are  able  to  reap  the  sav- 
ings from  prevention  efforts  over  the  longer  term.  This  is 
because  the  self-funded  employer  assumes  the  health-bene- 
fits costs  for  these  employees  regardless  of  the  administra- 
tor processing  the  claims  and/or  assembling  the  phy  sician  and 
hospital  network  providing  the  care. 

Integration  of  Financing  witii  Care  Delivery.  As  mentioned 
earlier.  DRGs  integrate  financing  w  ith  health  care  delivery. 
The  payer's  objective  with  these  programs  is  to  mo\  e  the  incen- 
tive of  cost -control  back  to  pro\  idei"s.  That  is.  a  hospital  receives 
the  same  amount  for  an  admission  regardless  of  whether  the 
patient  stays  2  or  10  days  or  requires  3  or  10  x-ray  examinations. 
In  order  not  to  lose  money  on  admissions,  the  hospital  must 
look  at  its  production  costs  for  each  type  of  case  to  identify 
w  hether  care  may  be  pros  ided  more  efficiently,  appropriately, 
and  with  belter  outcomes. 

Medicare  and  other  payers  ha\  e  also  begun  to  use  global 
case-rate  payments  for  such  sen  ices  as  coronan  artery  bypass 
graft  surgery.  A  fixed  payment  is  paid  inclusive  tif  hospital 
and  physician  services.  The  physicians  and  hospital  must  decide 
how  to  distribute  the  funds  among  themseh  es  and  to  man- 
age costs,  including  specialty  referrals,  within  the  fixed  pay- 
ment provided. 

HMOs  have  also  entered  into  capitation  and  percent-of- 
premium  aiTangements  with  pixniders  for  enrollees  co\ered 
under  group.  Mediciue  risk,  and  Medicaid  managed  care  con- 
tracts. TypicalK.  integrated  delivery  systems  (such  as  physi- 
cian hospital  organizations,  or  \erticalK  -integrated  health  sys- 
tems, or  IPAs)  contract  w  ith  health  plans  to  receive  a  fixed 
payment  per  enrollee  or  per  member  per  month  (PMPM)  in 
exchange  for  providing  or  arranging  and  pas  ing  for  a  spec- 
ified set  of  services.  Like  the  ttrrangement  under  DRGs.  if  c;ue 
is  provided  at  less  cost  than  the  PMPM  pay  mcnt.  the  integrated 
deli\  cry  system  or  phy  sician  group  keeps  the  difference,  or 
sLiiplus.  .Similarly,  losses  must  be  absorbetl  b\  the  group  accept- 
ing risk.  Again,  the  payer's  objecti\e  is  to  pass  the  incentive 
to  manage  care  and  costs  to  the  providers  who  direct  the  pro- 
V  ision  of  care. 

.Access 

Through  utilization  management  programs,  many  payers 
ha\e  pro\  ided  a  mechanism  to  pro\  ide  more  rational  access 
to  lower-cost  approaches  for  care.  For  example,  when  pos- 
sible, home  intra\enous  adminisiralion  of  antibiotics  can  be 
safely  substituted  and  inpatient  admission  a\oided — many 
health-benefit  programs  allow  for  this  substitution  even  though 
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plan  documents  provide  coverage  for  home  care  only  after 
an  inpatient  stay. 

Government  payer  movement  to  managed  care  has  also 
improved  Medicaid  recipient  access  to  a  broader  base  of  main- 
stream community  pro\  iders.  including  physicians.'  Health 
plans  contracting  with  states  under  Medicaid  managed  care 
initiati\'es  have  freedom  to  craft  physician  and  other  provider 
payments  to  provide  an  incentive  for  more  appropriate,  cost- 
effective  use  of  health  care  services.  This  has  meant  raising 
payment  levels  for  the  services  of  primar\  care  physicians  to 
provide  every  encouragement  to  these  physicians  to  see  patients 
and  manage  care,  thus  avoiding  costly  emergency  room  vis- 
its and  inpatient  hiispiial  stav  s.  Thus,  communitv  practitioners 
who  have  been  reluctant  in  the  past  to  pro\  ide  care  to  Med- 
icaid enrollees  because  of  the  low  payment  levels  and  the 
amount  of  required  paperwork  are  now  opening  their  prac- 
tices to  these  enrollees. 

Quality 

Through  the  National  Committee  for  Quality  Assurance 
(NCQA).  payers  are  beginning  to  receive  their  first  report  cards 
on  health  plan  perfomiance.  The  Health  EmpKiyer  Data  Infor- 
mation Set  (HEDIS)  provides  measurement  of  performance 
on  such  factors  as  childhood  immunization  levels,  cesarean 
section  and  hysterectomy  rates,  and  levels  of  mammography 
screening.  Special  HEDIS  standards  are  being  set  for  Med- 
icaid and  Medicare  risk  plans.  Employers  have  begun  to  look 
at  HEDIS  results  when  deciding  with  which  health  plan  they 
will  contract.  Potential  enrollees  are  urged  to  compare  qual- 
ity among  health  plans  before  making  their  selection.  NCQA 
also  supports  a  Web  site  on  the  Internet  providing  a  listing 
of  health  plan  accreditation  status. 

Provider  Response 

The  provider  response  to  the  forces  driving  the  changes  in 
health  ciu-e  has  been  integration — both  horizontal  and  v  erti- 
cal — and  renewed  attention  to  cost-control.  Key  goals  of  hor- 
izontal integration  efforts  are  to  build  market  power  through 
alliance  or  merger  of  similar  organizations,  creating  economies 
of  scale,  reducing  excess  capacity,  and  broadening  geographic 
access.  Vertical  integration  achieves  economies  of  scope  through 
the  incorporation  of  acute  care,  physician,  skilled  nursing,  home 
care,  and  other  services,  enabling  greater  potentials  for  care 
coordination  and  creating  inore  opportunity  for  direct  contracting 
with  insurer,  health  plan,  and  employer  payers. 

Providers  have  finally  begun  to  process  the  critical  impor- 
tance of  cost-control.  Payer  payments  have  remained  flat  or.  in 
some  cases,  decreased.  This  has  forced  hospitals,  in  particular, 
to  take  a  hard  look  at  each  department's  costs  because  reduc- 
ing costs  is  one  of  the  only  means  to  maintain  margins  in  an  envi- 
ronment of  decreasing  revenues.  Considerable  attention  is  being 
paid  to  benchmarking  all  aspects  of  service  delivery .  from  the 


number  of  full-time  equiv  alent  clinical  and  administrative  staff 
for  each  acute  care  bed  to  the  number  of  beds  required  given 
a  community's  demographics.  Health  systems  are  restructur- 
ing and/or  building  pre-  and  postacute  service  delivery  capac- 
ity.  The  number  of  acute  care  beds  required  has  decreased,  but 
demand  for  subacute  and  integrated  home  care  has  increased.'* 

Finally,  prov  iders  understand  that  not  only  vv  ill  fee-for-ser- 
V  ice  pavments  continue  to  decline,  but  utilization  management 
will  limit  tlie  number  of  services  to  be  provided.  Without  tak- 
ing financial  risk  such  as  capitation,  providers  have  no  means 
to  benefit  from  the  short-term  gains  achieved  through  reduc- 
ing utilization  of  high-cost  services.  However,  providers  must 
be  prepared  to  manage  the  risk  in  order  to  av  oid  financial  rtiin. 

For  example,  a  newly  formed,  integrated  delivery  system, 
such  as  a  physician  hospital  organization  (PHO)  agrees  to 
accept  risk  for  1 .000  Medicare  risk  enrollees  through  a  full- 
risk  contract  with  a  local  health  plan.  In  this  example,  the  PHO 
receives  a  fixed  amount  PMPM  for  all  physician  and  hospital 
services  usually  covered  by  Medicare.  If  the  PHO  can  man- 
age care  and  reduce  the  number  of  inpatient  hospital 
da>s/month  from  2,300/year  to  1 ,800/year.  the  PHO  will  earn 
$400,000  in  savings  fie.  a  savings  of  500  days  ( 2.300  -  1 .800) 
at  SSOO/day  =  $400,000.  with  $800  being  the  assumed  cost 
of  an  inpatient  day].  Some  of  these  savings  will  be  used  to 
pay  for  the  less  expensive  types  of  care  used  to  substitute  for 
the  avoided  inpatient  services,  but  the  balance  will  be  avail- 
able for  distribution  to  the  physicians  and  hospital  members 
of  the  PHO  in  the  form  of  higher  pavments  for  the  services 
provided  or  bonuses. 

However,  if  the  PHO  cannot  manage  the  care  and  control 
utilization  and/or  has  some  adverse  selection  (ie.  a  higher  pro- 
portion of  sicker  enrollees).  inpatient  day  use  could  climb  to 
2.800  days  or  more  per  year  for  this  group.  The  PHO  could 
then  be  facing  a  loss  of  $400,000  or  more,  just  from  the  hos- 
pital side  alone.  Associated  higher  physicians'  costs  could  drive 
losses  even  higher. 

These  ai'e  the  risks  taken  by  insurance  companies  and  health 
plans  tliat  have  the  administrative  inftustiTicture  in  place  to  man- 
age care,  including  high-cost  cases  and  the  financial  risk  asso- 
ciated with  these  types  of  cases.  Integrated  delivery  systems 
are  beginning  to  develop  the  same  mechanisms  to  manage  the 
care  and  the  risk  associated  with  these  new  types  of  contracts. 
Providers  have  further  realized  the  need  for  introducing  a  bet- 
ter, more  consolidated  continuum  of  care,  refocusing  health 
care  on  the  needs,  both  immediate  and  future,  of  the  patient. 
Additionally,  providers  on  the  forefront  of  managed  care  have 
realized  that  up-to-date  information  systems  for  cataloging 
patient  records,  utilization  patterns,  and  like  information  are 
vital  to  successful  patient  and  population  management. 

Legislative  Response 

Although  the  Clinton  administration  was  unsuccessful  in 
delivering  system-wide  reform,  it  has  been  able  to  work  with 


Respiratory  Care  •  January  "97  Vol  42  No  1 


What  Is  Driving  Change  in  Health  Care? 


a  Republican  Congress  to  pass  the  Health  Insurance  and  Porta- 
bility Act,  signed  into  law  on  August  21,  1996.'"  This  Act 
assures  improved  access  to  health  insurance  through  porta- 
bility of  coverage  and  guaranteed  issue  products.  Portabil- 
ity of  coverage  means  that  when  a  person  loses  his  job  or 
moves  to  another  company,  that  person  is  able  either  to  con- 
tinue with  the  policy  from  the  former  employer  or  to  join  the 
new  company's  policy  without  having  to  complete  a  wait- 
ing period  when  care  provided  for  an  existing  condition  is 
not  eligible  for  coverage.  Guaranteed  issue  products  are  health 
insurance  benefits  available  for  purchase  by  anyone  without 
the  requirement  of  health  screening.  The  new  law  requires 
every  insurer  who  offers  products  to  the  small-group  mar- 
ket (ie,  finns  with  2-50  employees)  to  accept  every  small  group 
that  applies  for  coverage. 

The  Health  Insurance  and  Portability  Act  also  creates  a 
limited  demonstration  of  the  use  of  medical  savings  accounts 
(MSAs).  MSAs  involve  the  withholding  of  pretax  dollars 
and/or  employer  contribution.  Employees  use  these  pretax 
dollars  to  pay  for  basic  medical  services  and  the  purchase 
of  a  catastrophic  health  insurance  policy.  Eligible  self- 
employed  individuals  and  employees  of  small  finns  may  take 
a  tax  deduction  of  up  to  65%  (or  75%  for  family  coverage) 
of  an  amount  equal  to  their  deductible  that  is  deposited  in 
cash  into  an  MSA.'"  The  theory  behind  MSAs  is  that  employ- 
ees spending  their  own  dollars  for  care  will  not  only  be  bet- 
ter consumers  of  services  but  also  will  negotiate  or  shop  for 
the  best  price  for  care. 

Provider-sponsored  networks  (PSNs)  are  also  being  explored 
as  a  mechanism  to  reduce  health  care  costs  because  with  such 
networks  the  middleman  (ie.  the  insurer)  is  removed  from 
financing  and  delivery  of  care.  PSNs  are  allowed  to  accept 
risk  without  fulfilling  many  of  the  federal  and  state  require- 
ments related  to  insurance  companies  or  managed  care  plans. 
For  example,  PSNs  might  not  need  to  keep  the  same  level  of 
reserves  (ie,  funds  set  aside  for  use  when  health  care  costs 
exceed  expected  or  budgeted  levels)  that  an  insurance  com- 
pany or  managed  care  plan  does.  The  HCFA  is  testing  PSNs 
in  its  Medicare  Choices-"  demonstrations.  In  these  demon- 
strations, provider  networks  are  accepting  global  payment  in 
exchange  for  ananging  or  providing  all,  or  a  large  portion, 
of  the  Medicare-covered  services. 

States  have  been  actively  pursuing  similar  legislative  ini- 
tiatives to  better  control  costs  and  improve  access  to  health 
insurance.  Since  the  early  I99()s,  Florida  has  required  insur- 
ers to  provide  a  guaranteed  issue  product  if  they  want  to 
provide  other  group  health  insurance  products  in  the  state. 
West  Virginia  allows  local  and  county  governments  to  pur- 
chase coverage  through  the  state's  program  with  insurers 
and  health  plans.  Many  states  including  Florida  and  Ken- 
tucky have  supported  the  creation  of  purchasing  cooper- 
atives lor  small  employers.  Again,  the  objective  of  group 
pmchasiiig  is  to  maximize  price  negotiation  with  insurers 
and  prov  iders. 


The  Effects  of  Ch.\nge  on 
Respiratory  Cark  Professionals 

What  are  the  effects  both  of  the  changes  in  the  health  care 
system  and  of  the  payer,  provider,  and  legislative  responses 
to  these  changes  on  respiratory  care  professionals?  First,  there 
is  increased  attention  to  the  costs  of  services — not  onlv  the 
specific  costs  of  the  ser\ices  provided  but  also,  and  more  impor- 
tantly, the  salary  costs  associated  with  those  services.  Acute 
caie  and  other  institutional  providers  are  asking  whether  RCPs 
are  the  most  cost-effective  providers  of  respiratory  services, 
and  how  many  RCPs  are  needed  to  provide  the  required  ser- 
vices in  various  settings. 

The  emphasis  on  alternative  settings  for  care  (ie.  settings 
other  than  hospitals)  may  require  changes  in  the  cunent  res- 
piratory care  curriculum  to  keep  pace  with  the  changes  in  health 
care  opportunities.  And  how  are  RCPs  marketing  their  skills 
outside  of  the  traditional  acute  care  hospital,  skilled  nursing 
facility,  and  home  care  settings? 

Although  health  care  system  changes  and  payer,  provider, 
and  government  responses  to  those  changes  present  new  chal- 
lenges, RCPs  also  have  many  new  opportunities.  For  exam- 
ple, therapist-driven  protocols  have  demonstrated  reductions 
in  cost,  more  appropriate  ordering,  and  improved  outcomes.-'— 
Expansion  of  therapist-driven  protocols  to  communitv  hos- 
pital settings  might  demonstrate  similai-  savings  and  outcomes. 

With  vertical  and  horizontal  provider  integration.  RCPs 
also  have  new  avenues  for  opportunities  to  expand  protocols 
beyond  the  acute  care  setting  to  the  ambulatory  care  arena. 
For  example,  large  groups  of  primary  care  physicians  are 
accepting  capitation  not  only  for  all  primary  care  and  specialty 
services  but.  in  many  mmkets.  also  for  inpatient-care  sei-vices. 
Many  of  these  groups  have  not  hired  RCPs  and  are  unaware 
of  the  important  role  that  RCPs  can  play  in  the  management 
of  common,  high-cost  conditions  such  as  asthma.-'  -'  With 
Medicare  risk  and  Medicaid  managed  care  product  expansion, 
primary  care  networks  and  health  plans  will  need  intensive 
case  management  and  specific  patient  education  programs  to 
manage  enrollees  with  chronic  conditions,  such  as  chronic 
obstructive  lung  disease  (COPD)  and  bronchopulmonaiy  dys- 
plasia. With  RCPs'  track  record  of  successful  protocol  devel- 
opment and  implementation,  new  opportunities  in  case  man- 
agement departments  could  be  created  for  care  of  enrollees 
with  lung  disease.  Many  health  plans  and  groups  in  private 
practice  currently  ( 1996)  would  think  first  of  a  I'egistered  nurse 
to  develop  these  protocols  and  manage  these  members. 
Employers  represent  another  t)pportunity  for  RCPs — not  only 
in  managing  smoking-cessalion  programs  but  also  in  providing 
health  education  on  management  of  chronic  diseases,  such 
as  asthma  and  COPD,  both  for  active  employees  and  retirees. 

In  order  to  meet  these  challenges  and  capture  these  oppor- 
tunities. RCPs  must  address  directly  and  quickly  such  issues 
as  cun-iculum  development,  education  and  retraining  for  cur- 
rently licensed  therapists,  and  targeted  education  and  mar- 
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keting  of  potential  employers  of  RCPs  or  purchasers  of  RCP 
services.  Focusing  on  cost  and  outcomes  and  taking  a  proac- 
tive posture  with  new  opportunities  will  help  ensure  RCPs" 
continued  success  as  highly-valued  providers  of  respiratory 
care  and  case  management  services. 
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Discussion 

Shralie;  You  gave  examples  of  low  cost 
and  asked  whether  low  cost  and  high 
quality  can  go  together,  and  why  peo- 
ple are  asking  these  questions.  One  good 
example  is  that  Medicare  through  HCFA 
has  had  a  demonstration  project  since 
1991  for  cardiac  bypass  surgery  in  7  hos- 
pitals around  the  country  where  they  put 
together  a  global  package  price.  Part  of 
the  reason  for  the  project  was  that  their 
research  showed  that  one  third  of  the 
bypass  surgeries  in  the  country  were 
being  perfonned  by  centers  that  pro\ided 
fewer  than  50  Medicare  bypass  surgeiies 
a  year.  So,  their  assumption  was  that  you 
can  improve  quality  and  lower  cost  by 
moving  higher  volumes  of  patients  to 
high-volume  providers,  and.  in  fact. 


they've  done  that  over  the  last  few  years. 
Their  estimates  are  that  they've  saved 
about  $40  million,  just  with  those  7  cen- 
ters. They  are  in  the  process  of  expand- 
ing that  in  2  regions  of  the  country — 
Chicago  and  California,  where  they're 
hoping  to  exponentially  gain  additional 
cost-savings  to  the  government  and  also 
show  that  the  quality  can  improve,  Tliis 
is  an  example  that  is  market-driven, 
where  low  cost  and  high  quality  can  go 
together.  An  example  of  that  low-cost 
issue  in  the  respiratory  field  is  what's 
happened  with  oxygen  charges  over  the 
years.  In  our  hospital,  it  costs  about  $140 
a  day  in  chiirges  for  the  patient  to  be  on 
O:  for  24  hours.  Most  of  us  know  that 
the  cost  of  that  is  about  $5.  So,  cost  and 
quality  don't  go  together  and  cost  and 
charge  don't  go  together  because  charges 


in  health  care,  historically,  have  been 
market-driven  and  not  necessarily  related 
to  cost.  That's  some  of  the  reason  why 
you  see  variations.  There  was  a  varia- 
tion of  $30,000  to  $65,000  for  bypass 
surgery  in  the  state  of  Illinois  in  1994, 
That's  common  in  every  state. 

T  Stoller:  That's  right.  Another  study 
by  researchers  at  Johns  Hopkins 
described  statewide  survival  rates  and 
costs  for  a  complex  pancreatic  surgical 
operation  called  the  Whipple  procedure,' 
They  discovered  mortality  was  signif- 
icantly lower  at  Johns  Hopkins  where 
more  than  half  of  all  procedures  in  the 
state  were  performed.  Mean  costs  and 
lengths  of  stay  were  also  lower  at  Johns 
Hopkins.  It  really  is  important,  I  think, 
the  other  issue  you  raised  was  about 
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charge  and  cost.  From  my  experience, 
there  may  not  be  a  relationship  in  health 
care  between  charge  and  cost.  In  some 
respects  it"s  kind  of  like  the  defense 
industry,  where  you  have  the  S2.500  cof- 
fee maker.  In  health  care,  the  analogy 
is  the  $60  aspirin. 
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Maclntyre:  How  much  real  growth  can 
we  afford?  You  showed  a  chart  that 
shows  we're  up  to  lA^c  or  whatever  it 
is.  of  GDP.  or  Gross  Domestic  Product. 
Maybe  we  should  be  at  20%.  Or  ma\be 
we  should  be  at  10%.  There's  always  tlie 
a.ssumption  that  14%  is  too  high.  I'm  not 
sure  where  that  assumption  has  come 
from,  other  than  the  fact  that  it's  higher 
than  it  was  10-15  years  ago.  Put  more 
bluntly,  should  we  then  be  financing 
research  that,  while  finding  beneficial 
therapies,  may  drive  up  costs?  Unless 
that  research  is  specifically  focused  at 
reducing  cost,  should  we  be  doing 
research?  For  exainple.  should  1  be  doing 
research  on  lung  transpkmtation.  a  fx)ten- 
tial  life  saving  therapy  but  terribly  expen- 
sive'^ I  remember  a  couple  of  years  ago. 
anti-endotoxin  was  thought  to  be  a  "big 
deal."  Although  it  turned  out  not  to  be 
as  effective  as  everybody  had  hoped,  at 
the  time  there  was  a  tremendous  amount 
of  fear  in  our  pharmacy  and  therapeu- 
tics committee  that  if  anti-endotoxin 
really  worked,  it  would  have  almost  dou- 
bled the  pharmacy  budget  in  Duke  Hos- 
pital. They  were  very  concerned  that 
they  were  suddenly  going  to  be  under 
great  pressure  to  widely  institute  expen- 
sive therapy.  It  raised  very  interesting 
ethical  questions  about  '"Who  do  you 
charge  for  this?"  and  "Does  improve- 
ment in  quality  justify  large  increases 
in  cost'.'"  If  so.  "How  much?" 

T  Stoller:  Tlieie  are  3  responses  to  what 
you've  mentioned.  The  first  is  why  all 
this  concern  in  the  U.S.  about  health  care 


at  13.7%  in  1994.  That  is  higher  than  it 
is  anywhere  else  in  the  world.  So,  is  there 
something  wrong  with  what  we're  doing 
here?  In  New  York  State,  with  its  dereg- 
ulation, there  is  real  concern  that  it's 
going  to  have  significant  impact  because 
health  care  providers  are.  for  the  most 
part,  the  largest  providers  in  any  one  city. 
So,  again,  health  care  not  only  represents 
a  large  portion  of  our  GDP.  but  at  the 
local  level  reductions  in  size  affect 
employment  and  other  large  economies. 
We  don't  know  whether  it's  too  much, 
and  I  think  you  raise  a  very  important 
question.  I  think  with  respect  to  growth 
in  research,  the  U.S.  supports  most  of 
the  research  for  the  world.  In  essence, 
at  least  in  pharmaceutical  research,  the 
U.S.  pays  for  those  higher  prices  here 
as  opposed  to  in  Europe.  If  you  look  at 
pharmaceutical  expenses  in  Europe,  you 
see  that  the  government  basically  says. 
"Look,  I'm  only  paying  this.  If  you  want 
to  support  your  research  and  develop- 
ment costs,  you'll  have  to  find  some 
other  place  to  support  those."  The  U.S. 
has  basically  offered  a  blank  check — 
"Whatever  you  want,  you  just  tell  me 
what  it  is,  and  I'll  write  the  check."  So, 
I  think  that's  an  issue  that  is  going  to  be 
a  very  important  one  to  address. 

Maclntyre:  Let  me  just  ask  you  bluntly: 
Should  the  NIH  cut  off  all  funding  for 
basic  medical  research  unless  it  can 
address  cost  issues? 

T  Stoller:  Cutting  off  funding  for  basic 
research  is  a  rather  drastic  measure. 

Maclntyre:  It's  a  dramatic  question,  but 
I  think  it's  an  important  question.  Should 
we  be  doing  research  on  expensive  ther- 
apies? 

,\hmad:  You  have  to  look  at  research 
in  the  short-  and  the  long-temi.  In  short- 
term,  research  is  a  cost,  obviously.  NIH 
is  an  example;  other  funding  sources 
are  other  examples.  But  there  is  enough 
evidence  now  that  biomedical  research 
in  the  long-term  reduces  cost,  by  im- 
proving health.  The  prototypical  exam- 
ple would  be  infectious  disease — vac- 


cination. However,  during  development 
of  those  technobiological  advances, 
there  is  an  increased  cost.  So,  there  is 
not  a  simple  answer — Does  funding 
research  reduce  costs'.'  Refusing  to  fund 
may  reduce  the  line  item  in  '95  and  "96 
and  '97,  but  after  Year  2000.  because 
major  breakthroughs  in  medicine  have 
not  occurred,  you're  going  to  have  in- 
creased cost  by  having  those  diseases 
flower  out  into  full  bloom.  A  wonderful 
example  could  be  calculated  on  a  finan- 
cial basis — what  the  ravages  of  polio 
and  smallpox  on  mankind  would  have 
been  if  those  vaccinations  and  vaccines 
had  not  been  developed.  We.  as  health 
providers,  and  the  health  care  com- 
munity have  to  be  very  careful  about 
looking  at  the  cost  of  research  on  a 
short-term  basis  and  look  at  the  cost 
and  benefit  of  research  in  the  next 
decade  or  two.  I'm  not  an  economist. 
I  would  have  a  tough  time  putting  num- 
bers and  time  frames  into  that,  but 
that's  a  point  that  sometimes  gets  lost 
in  this  cavalier  dismissal  of  our  invest- 
ment in  research. 

Maclntyre:  I  agree  that  immunizations 
and  the  like  have  helped  mankind;  they 
have  helped  it  in  the  sense  that  we  have 
more  quality  adjusted  life  years.  From 
a  pure  cost  point  of  view,  however,  to 
be  really  cynical  about  it.  the  cheapest 
thing  you  can  do  for  a  health  care  sys- 
tem is  to  let  people  die.  That  eliminates 
all  healtli  care  costs,  completely.  The  rea- 
son I  bring  it  up  is  that  when  you're 
designing  clinical  studies,  for  instance, 
on  sepsis  or  ARDS.  if  you  look  at  only 
costs,  patients  w  ho  die  on  Day  I  are  the 
cheapest  ones  to  take  care  of  I'm  bring- 
ing up  this  point  because  I  think  qual- 
ity is  a  critical  variable  that  we  don't 
emphasize  enough  in  assessing  outcome. 
Quality-life-years  saved  is  difficult  to 
quantitate  more  fairly.  I  think  Terry 
(Stoller)  raised  this  point,  and  1  think  it 
has  to  be  entered  in  the  equations 
because  all  too  often,  the  economists 
look  only  at  the  dollar  signs.  The  fact 
that  somebody  is  alive  and  having  a  pro- 
ductive life  doesn't  have  a  number  on 
it  and  often  gets  lost  in  the  equation. 
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Hess:  I  think  also  germane  to  some  of 
these  comments  is  something  that  you 
brought  up  regarding  the  pharmacy 
department  being  concerned  that  you 
were  going  to  double  their  budget  by  use 
of  an  anti-endotoxin.  I  think  that's  really 
very  nearsighted  as  well,  and  that's 
something  we  get  caught  up  with  a  lot, 
with  our  individual  hospital  department's 
budgets.  We  tr)  to  sa\e  the  costs  for  our 
own  indhidual  department,  w ithout  see- 
ing the  whole  picture.  If  that  drug  had 
worked  as  it  was  supposed  to  work, 
maybe  the  additional  costs  would  have 
been  worth  it.  I  look  at  an  example  in 
our  own  respirator}'  cai'e  department.  We 
introduced  an  asthma  education  pro- 
gram— a  program  that  cost  our  indi- 
vidual department.  We  had  to  spend  per- 
sonnel dollars  and  buN'  peitk  flow  meters 
and  spacers  and  things  that  we  didn't 
carry  in  large  quantities  before.  But.  it 
was  good  because  it  saved  money  for 
the  institution.  Fewer  of  those  individ- 
uals were  admitted  to  the  hospital  or  their 
hospital  stays  were  shorter.  So.  I  think 
one  of  the  things  that  departmental  man- 
agers need  to  think  about  is  not  so  much 
what  the  impact  of  change  like  that  is 
on  our  individual  departmental  budget, 
but  might  it  be  a  whole  lot  better  for  the 
institution  or  for  society. 

T  Stoller:  Somewhat  on  the  bright  side 
is  that  the  National  Cancer  Institute  has 
announced  that  it  is  going  to  begin  to 
work  with  managed  care  plans  on  tri- 
als for  therapeutic  interventions  in  can- 
cer. So,  we  are  trying  to  work  within  the 
cost  constraints  that  we  have  to  broaden 
and  prevent  redundant  research.  Perhaps, 
we  just  need  to  look  at  using  our  dollars 
more  wisely  and  do  what  we  can  to 
make  sure  that  we're  not  going  down  a 
blind  alley.  If  you  save  someone's  life 
for  4  days,  but  that  life  is  a  miserable  life, 
then  what  value  is  there  in  that?  I  do 
think  that  there  is  a  lot  more  attention 
on  what  I  think  of  as  true  quality  out- 


comes— that  is,  measures  of  whether 
people  really  feel  better  because  of  the 
intervention.  One  of  the  first  examples 
of  that  was  a  recent  article  in  the  New 
England  Journal^-  The  results  were 
somewhat  contrary  to  what  proponents 
of  early  intervention  might  believe.  Tlie 
study  in  several  VA  centers  asked 
whether  aggressive  primary  care  inter- 
vention for  individuals  w  ith  fairly  sig- 
nificant disease  reduced  costs,  morbid- 
ity, and  mortality.  WTiile  there  are  some 
issues  witli  the  saidy.  the  bottomline  was 
that  aggressive  interaction  made  people 
sicker,  more  died,  but  they  were  more 
satisfied  w  ith  their  care. 
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J  Stoller:  The  other  reaction  to  Neil's 
cominent  is  that  it  presupposes  that  pol- 
icy reactions  to  change  are  logical.  The 
political  response  is  actually  quite  illog- 
ical, it  seems  to  me.  For  example,  the 
budget  for  AHCPR.  which  is  the  gov- 
ernment arm  that  funds  cost  and  health 
sen'ices  research,  was  disproportionately 
cut  compared  to  other,  more  conventional 
biomedical  research.  So.  one  of  the  otlier 
paradoxes  that  has  to  be  thrown  into  the 
equation  as  we  evaluate  the  market's 
reaction  to  change  is  the  illogical  nature 
of  some  of  the  political  components  of 
those  reactions.  There's  a  certain  lack  of 
global  perspective  as  the  market  reacts 
to  these  cost  pressures.  I  suppose. 

Maclntyre:  It  has  been  said  that  peni- 
cillin is  the  reason  that  Social  Security 
is  going  bankiTjpt.  That  is  to  say.  all  the 


assumptions  that  went  into  structuring 
Social  Security  back  in  the  '3()s  took 
into  account  expected  life  spans  in  the 
■30s.  These  have  been  dramatically 
altered,  however,  first  by  antibiotics 
(symbolized  by  penicillin),  but  obvi- 
ously by  a  lot  of  other  health  care  ad- 
vances that  have  come  along  over  the 
last  60  years.  As  a  society,  we  have  to 
agree  that  penicillin,  despite  \he  fact  that 
it  may  have  altered  costs  to  the  health 
care  system,  was  still  a  good  thing.  No- 
body in  the  "SOs  could  anticipate  how 
successful  (and  costly.)  health  care 
would  become. 

Dunne:  Neil,  I  believe  that  the  only 
reason  penicillin  is  bankrupting  Social 
Security  is  because  Medicare  only 
pays  for  its  administration  in  the  acute 
care  hospital. 

Dubbs:  You  briefly  mentioned  disease 
management.  It's  interesting  that  man- 
aged care  organizations  are  increasingly 
recognizing  the  potential  cost-savings 
that  can  be  realized  by  managing  their 
chronic  disease  populations.  Asthma 
populations  and  others  have  received 
intense  attention  from  these  organiza- 
tions. There  also  appears  to  be  move- 
ment away  from  the  notion  of  having 
the  primary  care  practitioner  as  the  gate- 
keeper for  asthma  patients.  Rather,  these 
patients  are  being  channeled  to  spe- 
cialists who  will  eventually  realize  the 
value  of  using  RCPs  to  assist  them  in 
managing  these  patients.  This  ties  into 
the  question  of  how  many  RCPs  are 
needed  in  the  market  place.  I  think  that's 
a  difficult  question  to  answer  because 
the  health  care  system  is  still  evolving. 
The  value  added  by  RCPs  will  change 
as  the  system  continues  to  evolve.  Until 
we  have  a  clearer  understanding  of  how 
health  care  will  ultimately  be  provided, 
I  don't  think  we  can  really  answer  the 
question  about  how  many  of  us  are 
reallv  needed. 
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Introduction 

In  this  paper.  1  discuss  some  of  the  more  common  man- 
aged care  delivery  models  and  the  reimbursement  method- 
ologies that  have  evolved  in  the  U.S.  health  care  system.  1 
attempt  to  answer  the  question  How  does  managed  care  affect 
respiratory  c;ire  and  the  quality  of  patient  care  in  the  managed 
care  environment?  Lastly,  I  review  current  and  emerging  health 
care  trends,  examples  of  innovative  approaches  in  managed 
patient  care,  and  the  results  of  a  brief,  infonnal  survey  of  atten- 
dees at  the  Respiratory  Care  Journal  Conference. 

Background  &  History 

EM)lution  of  Employer-Based  Health  Insurance 

The  origins  of  managed  care  can  be  traced  to  the  nineteenth 
century.  What  are  refen-ed  to  as  prepaid  health  plans  today 
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were  established  to  serve  the  needs  of  specific  populations, 
often  the  employees  of  large  industries,  such  as  railroad,  min- 
ing, and  lumber  during  the  1900s.' 

During  the  1 920s.  it  was  recognized  that  rising  health  care 
costs  and  the  potential  debt  that  families  might  incur  with  a 
hospitalization  could  lead  to  very  real  financial  difficulties 
for  the  community  hospital.  The  community  hospitals  became 
vulnerable,  and  it  was  recognized  that  the  risks  associated  w  ith 
treating  a  community  population  needed  to  be  spread  o\  er  the 
community.  Hospiiiil  institutions  needed  a  more  reliable  source 
of  revenue,  and  this  need  led  to  the  development  of  the  Blue 
Cross  insurance  program.'  - 

During  the  same  period,  the  medical  profession  was  devel- 
oping the  Blue  Shield  plan,  which  was  intended  to  protect 
physicians  and  patients  from  "contract  practice."  Under  con- 
tract practice,  an  employer  selected  an  exclusive  provider  for 
the  work  force  and  excluded  other  community  physicians. - 

In  the  1 930s  and  1 940s.  interest  of  the  larger  business  com- 
munity in  prepaid  health  plans  began  to  grow.  Some  of  the 
precursors  of  the  modem-day  health  maintenance  organization 
(HMO)  that  developed  during  this  period  include  Kaiser  Per- 
manente  Medical  Programs.  Health  Insurance  Plan  of  Greater 
New  York,  and  Group  Health  Cooperative  of  Puget  Sound 
in  Seattle.  Washington.  Broad  support  of  this  concept  by 
employers  became,  and  has  remained,  one  of  the  major  forces 
behind  the  growth  of  managed  care  in  the  U.S.' 

Since  World  W;ir  II,  employers  have  been  the  main  source 
of  health  insunmce  for  Americans.  Employers  originallv  want- 
ed a  way  to  offer  employees  an  additional,  small,  fringe  ben- 
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efit  without  increasing  salaries:  health  care  coverage  was  an 
ideal  solution.  Then  in  1965.  the  U.S.  Congress  legislated  Medi- 
care and  Medicaid  to  provide  comprehensive  health  care  cov- 
erage for  the  aged  and  the  poor. ' 

During  the  1970s,  under  the  Nixon  administration,  HMOs 
and  the  concepts  of  managed  care  were  introduced.  Dr  Paul 
Ellwood  is  most  noted  for  the  rapid  growth  of  HMOs.  He  con- 
cluded that  the  existing  fee-for-service  system  created  "per- 
verse incentives."  whereby  physicians  and  hospitals  were 
rewarded  for  treating  illness  and  discouraged  from  pro\  id- 
ing  preventive  care.  Dr  Ellwood  convinced  the  Nixon  admin- 
istration that  a  nationwide  system  of  HMOs  would  link  a  fis- 
cal strategy  of  prepayment  with  a  system  capable  of  being  most 
cost  efficient.'  Nixon's  197 1  Health  Message  to  Congress  made 
HMOs  the  cornerstone  of  the  entire  national  health  policy. 
The  goal  was  for  1 ,700  HMO  programs  to  be  made  av  ailable 
to  90%  of  the  population.  In  1973,  Congress  passed  the  Health 
Maintenance  Organization  Act,  which  provided  financing  and 
other  support  for  the  development  of  HMOs.' 

In  the  1980s,  the  United  States"  enrollment  in  HMOs  and 
preferred  provider  organizations  (PPOs)  grew  from  approx- 
imately 10  million  at  the  beginning  of  the  decade  to  approx- 
imately 55  million  b>'  the  end  of  the  decade.'  Employers,  expe- 
riencing soaring  heiilth  care  costs,  fueled  this  growth  by  making 
managed  care  benefit  plans  more  economical  and  attractive 
for  their  employees. 

Failure  to  pass  national  health  care  reform  legislation  in 
the  1990s  has  resulted  in  managed  care's  continuing  to  grow 
in  popularity  as  employers  offer  vaiious  benefit  options  in  an 
attempt  to  control  escalating  health  care  costs. 

Federal,  state,  and  local  governments  have  used  a  variety 
of  managed  care  products  in  an  attempt  to  control  health  care 
costs  for  their  employees.  In  addition,  government-sponsored 
programs  such  as  Medicare,  Medicaid,  and  worker's  com- 
pensation are  now  some  of  the  fastest  growing  market  seg- 
ments in  managed  care. 

Evolution  of  U.S.  Hospitals 

Hospitals  have  evolved  from  poorhouses  to  the  sophisti- 
cated community  hospitals  and  advanced  tertiary  care  med- 
ical centers  of  today.  In  the  mid- 1700s.  almshouses,  also  called 
poorhouses  or  workhouses,  were  established  by  city  govern- 
ments to  provide  food  and  shelter  for  the  homeless,  poor.  aged. 
chronically  ill,  disabled,  mentally  ill,  and  orphaned  people. 
Medical  care  was  offered  in  certain  almshouses  to  those  who 
became  ill.  and  they  were  isolated  in  inl'irmaries  where  prim- 
itive care  was  provided.  Not  until  the  late  1 800s  did  the  infir- 
niaiies  or  hospital  departments  of  city  poorhouses  break  away 
to  become  medical  caie  institutions  of  their  ov\  n.  Tliese  became 
the  first  public  hospitals.--* 

In  the  1700s  and  early  1 800s.  influential  physicians  who 
had  been  trained  in  Europe  urged  the  development  of  the  first 
community-owned  and  \  oluntary  hospitals.  These  early  hos- 


pitals depended  upon  philanthropy,  and  contributions  were 
solicited  Worn  both  pri\  ate  citizens  and  local  governments.- 
In  the  early  1900s,  more  than  one  half  of  the  country's  hos- 
pitals were  proprietiu^.  or  for-profit,  and  investor-owned.  Sin- 
gle physicians  or  small  groups  of  physicians  established  these 
small  institutions  in  order  to  have  a  place  to  hospitalize  their 
own  patients.  These  small  hospitals  steadily  declined  in  num- 
ber and  were  replaced  v\  ith  better-situated  hospitals  that  met 
community  and  population-growth  needs.-  ■*  Then  in  the  late 
1 970s.  the  trend  shifted  toward  building  or  acquisition  of  hos- 
pitals by  kuge,  investor-owned  hospital  coiporations  (eg,  AMI, 
HCA,  Humana,  and  NME).--* 


Managed  Care 


Growth 


Managed  care  is  defined  as  any  system  that  manages  the 
delivery  of  health  care  in  such  a  way  that  the  cost  is  conU-oUed.'^ 
During  the  1 980s  and  1 990s,  coiporate  America  began  to  focus 
on  the  escalating  cost  of  covering  health  care  benefits  for  their 
employees,  and  as  a  result,  managed  care  insurance  plans  grew 
steadily.  In  1988.  approximately  50%  of  the  U.S.  employee 
population  was  enrolled  in  traditional  indemnity  plans,  whereas 
in  1994  less  than  20%  was  enrolled  in  traditional  plans.  In  con- 
trast, the  percentage  of  employees  enrolled  in  managed  care 
plans  (eg.  PPOs  and  point-of-service.  or  POS.  HMOs)  had 
increased  from  approximately  15%  in  1988  to  neariy  40%  in 
1994  (Fig.  1 )."  The  number  of  persons  under  65  years  of  age, 
receiving  their  caie  in  HMOs,  has  been  rising — from  just  under 
30  million  people  in  1987  to  approximately  60  million  peo- 
ple in  1996*  (Fig.  2). 
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Fig-  1-  Distribution  of  Insurance  coverage  in  the  US,.  1988-1994, 
in  the  following  categones:  ■  =  commercial.  □  =  preferred 
provider  organization,  ■  =  health  maintenance  organization,  □  = 
IVledicaid.  ■  =  Medicare,  □  =  uninsured.  Based  on  results  of 
GHAA  Interstudy,  Department  of  Commerce.  (Repnnted  from  Ref- 
erence 8,  with  permission.) 


■Piper  Jaffrey  Inc.  1994:  personal  comimiiiicalion 
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Fig,  2.  Numbers  of  persons  receiving  their  care  in  a  health  mainte- 
nance organization,  1987-1995,  (Adapted  from  Piper  Jaffrey  Inc, 
1994:  personal  communication,) 
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Fig.  3.  U.S.  Medicare  nsk  membership,  1987-1996.  (Adapted  from 
Reference  7,  with  permission.) 


The  number  of  Medicare  recipients  who  have  chosen  Medi- 
care risk  HMO  plans  has  increased  from  I  miUion  in  1987 
to  approximately  4.4  million  in  1996.  Medicare  risk  enroll- 
ment has  grown  steadily  at  approximately  2%/month  since 
1993  or  70.000  new  enrollees/month.  This  growth  will  con- 
tinue at  an  accelerated  pace  as  the  65-plus  age  cohort  grows 
in  the  United  States  and  as  the  Health  Care  Financing  Asso- 
ciation (HCFA)  introduces  a  variety  of  new  options  that  will 
make  the  HMO  option  more  attractive  for  seniors  (Fig.  3).^ 

Physicians  are  steadily  joining  managed  care  networks. 
In  1992,  56%  of  physicians  said  that  they  had  joined  man- 
aged care  networks,  whereas  in  1993  629r  and  in  1 994  89% 
said  they  had  joined.^  Although  physicians  state  that  they  are 
resisting  the  change  to  managed  care,  many  physicians  have 
joined  managed  caie  networks  in  order  to  maintiun  their  patient 
population  and  income.  1  believe  that  as  more  employers  offer 
managed  care  options  (which  save  them  money),  traditional 
indemnity  insurance  will  essentially  disappear. 

The  growth  of  managed  care  will  shift  the  ratio  of  primary 
care  physicians  and  specialty  care  physicians.  A  1994  study 
conducted  by  the  Advisory  Board  (a  membership-based 


research  and  publishing  firm.  Washington  DC)  projected  that 
in  a  fully  capitated  health  care  system,  the  required  mix  of 
physicians  would  shift  from  34'/(  primary  care  and  66%  spe- 
cialty care  to  60%  primary  care  and  40%  specialty  care.'^ 
Another  study'"  published  in  the  New  England  Journal  of 
Medicine  described  how  a  fully  capitated  system  wiiuld  affect 
the  need  for  specialty  physicians.  This  suidy  reviewed  the  num- 
ber of  physicians  in  the  U..S.  by  specialty  and  then  compared 
the  current  specialist  levels  to  those  needed  in  a  fully  capi- 
tated system.  Table  1 '"  depicts  the  projected  surplus  of  physi- 
cians by  specialty  in  a  fully  capitated  system.  It  is  clear  from 
these  studies  that  as  managed  care  enrollment  grows,  the  need 
for  primary  care  physicians  will  increase  w  hile  the  need  for 
specialty  physicians  will  decrease. 

Delivery  Models 

As  managed  care  has  grown,  \aiious  delivery  models  have 
emerged  in  tlie  United  States.  These  models  have  evolved  from 
simple  staff-model  HMOs  to  complex.  risk-be;iring  POS  mod- 
els. Managed  care  delivery  models  include: 


Table  1,      Tlie  Effect  of  Capitalmii  (in  ilie  Need  for  Speeialtv  Physicians* 


Specialty 


Number  of 
Practicing  Pfiysicians 


Number  Required  in 
Capitated  System 


Number  in 
Surplus 


Percent  (%) 
Surplus 


Psychiatry 

36.405 

General  Surgery 

39.211 

Neurosurgery 

4.501 

Cardiology 

Ki.478 

Anesthesia 

2S.148 

Orthopedics 

20.640 

Urology 

9.452 

Obstetrics/Gynccology 

35.273 

Emergency 

15,470 

*.^dapled  from  Rclerence  10. 

wilh  permission. 

9.451 

13,099 

1.658 

7.074 
1 2.435 
12.325 

6.356 
27.026 
12.214 


29.954 
26.112 
2.843 
9.404 
15,713 
8.315 
3.096 
8,247 
3.256 


74.0 
66.6 
63.2 
57.1 
55.8 
40.3 
32.8 
23.4 
21.0 
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The  Health  Maintenance  Organization 
(HMO) — A  health  care  deh\ery  s> stem  that  pro- 
vides comprehensive  health  services  to  an  enrolled 
population,  often  for  a  prepaid,  fixed  (capitated) 
payment.  The  organization  consists  of  a  network 
of  health  care  providers  rendering  a  wide  range 
of  health  ser\ices  and  assumes  some  or  all  of  the 
financial  risk  of  pro\  iding  these  sei-vices.  EnroUees 
generally  are  not  covered  for  care  pro\  ided  out- 
side the  HMO  network.* 

The  Preferred  Proider  Organization  (PFO) — 

A  group  of  selected  physicians  and/or  hospitals 
that  agrees  to  provide  care  to  a  group  of  mem- 
bers at  a  negotiated  fee.  often  at  discounts  from 
billed  charges.  Members  obtaining  care  from 
within  the  organization's  network  pay  a  set  level 
of  out-of-pocket  expense  but  ha\e  larger  finan- 
cial obligations  if  they  obtain  services  from  out- 
side the  network  (often  20-3(F/r  of  chiu'ges).  This 
is  the  least  restricti\e  form  of  managed  c;ire.  PFOs 
may  or  may  not  ha\  e  gatekeepers,  medical  man- 
agement, or  referral  systems." 

The  Point-of-Service  (POS)  Organization— 

A  structure  that  groups  at  least  2  types  of  plans, 
usually  an  HMO  and  an  indemnity  plan,  and 
allows  the  enrolled  members  slightly  more 
provider-selection  flexibility.  If  members  choose 
to  access  pro\  iders  outside  the  HMO  network, 
they  incur  deductibles  and  co-payments.*' 

The  Exclasive  Provider  Organization  (EPO) — 

A  smaller  network  of  pro\  iders  than  found  in  a 
PFO,  with  the  primary  care  physicians  serving 
as  care  coordinators.  EnroUees  who  seek  health 
care  ser\ices  outside  of  the  network  incur  finan- 
cial penalties.' 

Reimbursement  Methodologies 

Reimbursement  to  hospitals  and  physicians  has  evolved 
over  time  as  managed  care  companies  have  introduced  new 
products  and  risk-bearing  arrangements.  Prior  to  the  1 980s. 
most  hospitals  and  physicians  were  reimbursed  for  services 
performed  and  billed.  This  has  been  known  as  fee-for-service. 
As  managed  care  has  evolved,  many  discounts  from  fee-tor- 
service  arranaements  have  been  introduced. 


♦Friendly  Hills  HealthCare  Network.  Glossary  of  managed  care  terms 
(Corporate  publication).  La  Habra.  1995:  personal  communication. 
'  DF  Schaller.  The  HMO  component  model  and  a  managed  care  dictio- 
nan,'  (Corporate  publication!.  Phoenix:  Schaller  Anderson  Inc:  personal 
communication. 


Hospital  Per  Diem  Methodology — .^n  approach 
designed  to  shift  some  of  the  risk  to  providers. 
So-called  per  diems  are  negotiated  daily  payment 
rates  for  the  delivery  of  all  inpatient  hospital  ser- 
vices provided  each  day  regardless  of  the  actual 
services  provided.  Per  diem  rates  differ  by  the  type 
of  care  provided.* 

Diagnosis    Related    Groups    (DRGs) — The 

methodology  originally  introduced  by  HCFA  in 
the  1980s,  defining  hospital  payment  rates  for 
Medicare  patients.  The  DRG  methodology  has 
since  been  adopted  by  other  payers.  DRGs  com- 
prise a  classification  system  that  categorizes 
patients  based  on  demographics,  diagnosis,  and 
therapeutic  characteiistics.  A  DRG  is  used  to  pre- 
dict medical  services,  average  length  of  hospi- 
talization, and  reimbursement.  DRGs  offer  hos- 
pitals a  financial  incentive  to  provide  services  at 
a  lower  cost  than  the  DRG  reimbursement.  Be- 
cause of  this  prospective  payment  system,  hos- 
pitals must  be  certain  that  their  average  cost/DRG 
does  not  exceed  HCFA  rates.-* 

Resource     Based     Relative     Value     Scale 

(RBRVS) — Developed  and  introduced  by  HCFA 
in  the  1 9yOs  as  a  fee  schedule  for  physicians  who 
participated  in  Medicare.  The  RBRVS  assigns  a 
relati\e  value  to  each  Current  Procedural  Ter- 
minology, or  CPT.  code  for  sen'ices  based  on  the 
providers  practice,  malpractice,  work  experience, 
and  geographic  region  versus  historical  trends. 
Use  of  the  RBRVS  has  resulted  in  dramatic 
changes  in  physician  payment  patterns.  The 
RBRVS  originally  increased  reimbursement  to 
family  and  general  practice  physicians  by  about 
15%,  but  payments  to  ophthalmologists  and  anes- 
thesiologists decreased  by  about  359f ,  and  pay- 
ments to  other  procedure-based  specialists  (such 
as  surgeons)  decreased  as  well.-* 

Capitation — A  system  wherein  physicians 
and/or  hospitals  agree  to  accept  a  prepaid  amount 
of  money/person/month  (PMPM)  to  provide 
medical  services  to  a  member,  based  on  a  defined 
set  of  benefits.  Providers  must  manage  patient 
care  within  a  preset  budget  or  incur  a  financial 
loss.  Because  the  monthly  capitation  amount  is 
fixed  for  a  given  period  of  time  (usually  a  year), 
HMOs  or  insurance  companies  can  predict  and 
control  their  medical  expenses.'  Table  2  shows 
how  capitation  rates  are  calculated  and  the  resul- 
tant PMPM  reimbursement  to  hospitals  and/or 
physicians  and  Table  3  shows  the  average  cap- 
itated costs  to  HMOs  for  a  variety  of  medical 
specialty  services." 
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Table  2.      Calcululing  Capitation  Rates  To  Determine  the  Prepaid 

Amount  of  Money  Available  per  Person  per  Month  (PMPM  )* 

Services/1.000     Gross  Unit        PMPM 
Enrollees/Year       Cost($)  ($) 


Hospital  Inpatient 

Medieal/surgical/pediatric. 

intensive  &  cardiac  care 

182 

Neonatal 

15 

Maternity 

32 

Hospital  Outpatient 

Surgery 

70 

Radiology 

173 

Pathology 

212 

Emergency  room 

84 

Professional  Services 

Plan  office  visits 

2536 

Plan  surgery 

258 

Plan  maternity  care 

27 

Plan  radiology 

551 

Plan  pathology 

657 

1.401.20 

20.36 

1 ,339.99 

L60 

1.216,89 

3,11 

1,772.10 

9.71 

191.52 

2.67 

143.33 

2.45 

260.50 

1.59 

54.90 

11.27 

.%5.78 

7.64 

838.83 

1.83 

90.73 

4.05 

42,25 

2.25 

*Adapted  from  Reference  1 1 .  w  iili  permission. 


Table  3.      Average  Physician  Capitation  Payments  froin  a  Commercial 
Population* 


Specialty 


PMPM'  (S 


Anesthesiology 

Cardiology 

Cardiology  (invasive) 

General  Surgery 

Obstetrics/Gynecology 

Oncology 

Ophthalmology 

Orthopedics 

Neurology 

Psychiatry/Mental  Health 

Radiology 

Pulmonary 


3.380 
1.268 
0.380 
1 .466 
3.623 
0.791 
0.728 
2.074 
0.450 
2.271 
2.6.54 
0.179 


*Adapleil  from  Reference  1 1,  with  iK-iiiiissiun 
tPMPM  =  per  person  per  month. 


Effects  on  the  Quality  (»f  Patient  Care 

Measuring  qualils  in  licallh  catc  is  cotn|ilc.\.  and  a  man- 
aged care  enrollee"s  perception  of  quality  may  actually  have 
little  to  do  with  the  actual  quality  of  clinical  care  recci\ed. 
Many  questions  have  been  raised  as  to  whether  the  financial 
incentives  offered  to  providers  of  managed  care  have  a  neg- 
ative effect  on  the  quality  of  care  compared  with  the  qualits 
of  care  provided  to  those  patients  treated  under  traditional  fee- 
foi-ser\'ice  itisu ranee. 


In  199.'i.  the  Advisory  Board  reviewed  the  effects  of  cap- 
itation on  physician  utilization  patterns  in  groups  of  contiacted 
California  physicians.  Figure  4  shows  the  declining  rates  for 
."i  cardiology  and  gastroenterology  procedures.  A  ll'7c  reduc- 
tion in  angioplasty  prt)cedures  within  this  group  of  physicians 
is  most  notable.'  Under  the  precapitation  reimbursement  agree- 
ment. 130  angioplasties/100.000  population  were  performed 
comp;ired  to  ,^0/ 1  ()( l.( )( )()  under  a  capitated  agreement  (a  77% 
reduction).''  Further,  the  300  diagnostic  catheterizations/ 
100.000  population  performed  in  the  precapitation  reim- 
bursement contract  were  decreased  to  90  catheterizations  in 
the  capitated  agreement  (a  70%  reduction).''  Such  drastic  reduc- 
tions in  utilization  rates  raise  questions  about  the  quality  of 
care  under  both  forms  of  reimbursement. 
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Fig.  4.  Declining  utilization  rates  among  iniJependent  practice 
association  capitating  cardiologists  and  gastroenterologists  in  Cal- 
ifornia. (Reprinted  from  Reference  9,  with  permission.) 


A  1994  sUidy  published  in  \\\e  Jounud  of  the  American  Med- 
ical Association  reviewed  167  HMO  quality  studies  and  con- 
cluded that  managed  care  was  equal  to  or  belter  than  fee-for- 
service  care  on  14  of  17  quality  measures.'-  .Another  study 
published  in  Circulation  refutes  the  notion  that  the  use  of  pri- 
mary care  gatekeepers  in  HMOs  results  in  delayed  referral 
and  suboptimal  outcomes,"  In  another  paper,  330  patients  with 
colorectal  cancer  were  studied  to  determine  qualils  i)utcomes 
in  managed  care  \ersus  lee-for-ser\  ice  insurance  plans.  The 
nature  of  the  study  v\as  to  determine  whether  the  patterns  of 
care  that  may  lead  to  earlier  diagnosis  and  better  prognosis 
were  different  depeiuiing  on  the  patient's  health  plan  coverage. 
The  findings  suggest  that  there  were  no  t)verall  differences 
in  the  stage  of  disease  at  diagnosis  or  in  survival.  The  vari- 
able patterns  seen  at  the  time  of  diagnosis,  contrt)lling  for  age. 
support  the  fact  that  there  were  no  systematic  differences  in 
the  care  offeied  to  fee-for-service  and  HMO  patients.'^  Find- 
ings from  these  studies  are  consistent  overall  with  those  from 
other  studies  reporting  little  or  no  difference  in  the  process 
and  outcome  of  care  for  patients  with  dilfeient  types  of  med- 
ical insurance  coveraiie. 
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In  recent  years,  the  purchasers  of  health  care  have  begun 
to  demand  proof  of  improved  quaHty  of  care  and  cost  effi- 
ciencies. This  has  led  to  greater  focus  on  the  measurement 
and  reporting  of  quality  and  outcomes  through  the  use  of  quan- 
tifiable, provider-specific  data  and  information.  Managed  care 
organizations  have  responded  by  de\eloping  disease  man- 
agement programs  for  a  number  of  conditions.  In  addition, 
managed  care  organizations  have  begun  to  examine  aggre- 
gate patient  data  to  identify  indicators  of  quality.  From  this. 
managed  care  organizations  are  developing  standards  of  care 
that  can  demonstrate  a  consistent  relationship  with  improved 
clinical  outcomes.  Managed  care  organizations  then  attempt 
to  implement  the  standaids  that  control  the  cost  as  well  as  the 
quality  of  care.''' 

Effects  on  Respiratory  Care 

Respiratory  care  makes  up  l'7c  of  total  health  care  costs 
and  10%  of  total  prescription  costs  (Figs.  5-8).  making  res- 
piratory care  the  sixth  largest  disease  categoiy  in  terms  of  dol- 
lars spent.'"  Managed  care  companies  have  begun  to  focus 
on  many  cost-control  and  utilization  efforts  related  to  respiratoiy 
care  and  other  high-cost  disease  categories.  Hospital-based 
respiratory  care  departments  are  no  longer  revenue  centers 
and  are  now  considered  cost  centers."  Because  of  the  move 
to  managed  care,  respiratoiy  care  has  changed  in  several  ways: 
( 1 )  there  has  been  a  decline  in  the  length  of  stay,  (2)  there  has 
been  an  overall  reduction  in  utilization  of  technical  and  pro- 
fessional services,  and  (3)  there  has  been  a  decrease  in  reim- 
bursement for  both  physicians  and  hospitals. 

As  a  profession,  respiratory  care  practitioners  (RCPs)  need 
to  become  more  involved  in  managed  care  activities.  RCPs 
need  to  be  more  flexible  and  willing  to  accept  new  roles.'*-** 
RCPs  are  uniquely  qualified  for  managerial  leadership  of  mul- 
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Fig.  5.  Wfnere  we  spend  health  care  dollars.  (Adapted  from  Refer- 
ence 16.) 
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Fig.  6-  Where  we  spend  prescription  dollars.  (Adapted  from  Refer- 
ence 16,) 
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Fig.  7,  Total  costs  (□)  and  prescription  costs  (■)  for  diagnostic 
categories.  (Adapted  from  Reference  16.  with  permission.) 
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Fig,  8,  Respiratory  care  expense  as  a  percent  of  total  health  care 
costs  for  all  diagnostic  categones,  (Adapted  from  Reference  16,) 
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tidisciplinan'  teams,  in  patient-focused  models,  acute  care  hos- 
pitals, and  in  subacute  or  long-term  care  settings.-"  "The  diplo- 
matic and  problem-solving  skills  that  naturally  develop  in  the 
day-to-day  function  of  being  an  RCP  carry  over  well  to  the 
nontraditional  setting."-''  An  increased  emphasis  should  be 
placed  on  employment  of  RCPs  in  sites  such  as  subacute  and 
home  care  settings."'  '-  Also.  RCPs  need  to  increase  their 
involvement  in  preventi\  e  and  primary  care,  such  as  asthma 
education."  RCPs  need  to  embrace  changes  resulting  from  an 
increa.sed  focus  on  managed  care  and  to  become  leaders  in  facil- 
itating man}'  of  the  ongoing  changes  that  are  occurring. 

Emerging  Trends 

The  purchasing  practices  of  employers  and  payers  have 
evolved  from  the  'open  checkbook"  purchasing  of  health  care 
benefits  associated  w  ith  traditional  fee-for-ser\  ice  to  man- 
aged care  plans  for  the  purpose  of  controlling  health  care  costs. 
Purchasers  of  health  care  have  become  facilitators  for  value- 
based  healtli-system  choice.  Employers  and  payers  are  demand- 
ing price  stability  and/or  premium  rollbacks,  choice,  and  flex- 
ibility in  the  provider  networks.  pro\  ider  performance  data, 
a  broad  range  of  benefit  alternatives,  and  continuity  of  pri- 
mary care  provider  relationships  for  the  employees/patients. 

A  number  of  efforts  also  have  been  initiated  by  providers, 
payers,  and  employers  in  order  to  better  manage  popula- 
tions of  patients.  Providers,  payers,  and  employers  have 
begun  to  work  separately  and  in  many  cases  cooperatively 
on  these  initiatives. 

Disease  Management.  As  mentioned  previously,  because  of 
the  increased  focus  on  the  quality  of  care  and  cost  efficien- 
cies, many  managed  care  organizations,  employers,  and  pay- 
ers, on  behalf  of  their  customers,  are  beginning  to  develop 
and  implement  disease  management  programs  for  chronic/dif- 
ficult to  manage  diseases.  Diagnosing,  properly  treating,  and 
monitoring  a  patient's  disease  throughout  the  course  reduces 
hospitalization,  improves  health  outcomes,  and  decreases  costs. 

Medical  Management.  Pixnider  groups  perform  health-risk 
appraisals  for  high-risk  patients.  This  concept  may  encom- 
pass total  patient  c;ire  including  24-hour-ciire  referrals  through 
the  case  manager,  assessing  the  home  en\iionment  for  health- 
ful li\  ing.  educating  enroUees  on  the  best  way  to  stay  health) . 
and  even  giving  cellular  phones  to  high-risk  patients  to  enable 
them  to  contact  their  case  manager,  primary  care  provider, 
or  hospital.  In  addition,  provider  groups  offer  and  facilitate 
support  groups  and  workshops  for  disease  management,  such 
as  asthma  care.  Such  preventive  measures,  monitored  and 
implemented  b\  the  primarv  care  pro\  ider  may  increase  the 
qualin  of  care  and  of  life  for  enrollees. 

Provider-Sponsored  Networks.  Providers  are  establishing 
integrated  deli\ en  netv\ orks  that  pavers  may  contract  vv  ith  and 


offer  to  employers.  A  network  is  set  up  and  controlled  by 
providers.  Physicians  have  the  opportunity  to  retain  autonomy 
in  their  own  practices  and  to  participate  in  defining  standards 
by  which  care  is  to  be  rendered.  A  network  also  gives  physi- 
cians the  ability  to  assume  and  manage  fully  capitated  risk  dis- 
tributed over  a  large  patient  base.  This  shifts  the  task  of  man- 
aging care  from  the  insurance  companies  to  those  who  actually 
provide  patient  care — an  attractive  concept  for  employers. 
Many  providers  believe  that  in  the  future  most  regional 
markets  will  be  dominated  by  3  to  6  vertically  integrated  sys- 
tems that  include  both  physicians  and  hospitals.  These  sys- 
tems will  most  likely  be  reimbursed  under  a  capitated  pay- 
ment methodology  and  will  become  the  sole  providers  of  health 
care  services  for  those  customers  selecting  their  system. 

Demand  Management.  This  is  a  patient-centered  approach 
to  reduce  the  consumer's  demand  for  medical  services.  It  is 
defined  as  the  use  of  decision  and  self-management  support 
systems  that  enable  and  encourage  consumers  to  make  appro- 
priate use  of  medical  care.  Demand  management  can  be 
accomplished  through  disease  prevention,  wellness  promotion, 
and  triage.-'' 

Outcomes  Management.  Outcomes  management  programs 

usually  target  medical  conditions  in  which  phamiaceutical  and 
educational  intenentions  can  produce  clinical  and  cost  improve- 
ments. Seven  targeted  diseases,  specific  to  respiratory  care, 
are  considered  as  high  cost.  Those  respirator)'  disea.ses  include 
asthma,  retlux.  allergic  rhinitis,  chronic  obstructive,  nicotine 
addiction,  AIDS/HIV,  and  other  infections  (Table  4^-*). 

Wide  Geographic  .Access  Networks.  Purchasers  of  health 
care  (employers  and  enrollees)  want  a  wider  choice  of  physi- 
cians and  hospitals  in  their  managed  care  networks.  In  return 
for  access  to  larger  networks,  patients  mav'  be  required  to  pa) 
higher  deductibles,  co-insurance,  and  co-payments.  As  cus- 
tomer demands  change,  so  must  the  product  being  offered. 

Managed  Care  &  Respiratory  Care 

Meeting  the  Challenge 

With  decreased  bed  usage  (Fig.  9)."  decreased  hospital 
length  of  stay,  and  better  case  management,  the  role  of  the 
RCP  is  changing.  Developing  and  expanding  skill  levels  into 
other  areas  of  health  c;u'e  deliveiy  is  necessary.  Education  about 
the  ever-changing  cm  ironment  is  a  requirement  for  those  deter- 
mined to  deliver  the  lev  el  of  respiratory  care  to  which  they 
are  accustomed.  The  functions  performed  today  by  RCPs  vv  ill 
look  different  tomorrow. 

One  wav  in  vv  hich  RCPs  may  be  impacted  by  managed  care 
is  b)  the  requirement  to  participate  in  disease  management 
programs.  Results  hav  e  demonstrated  tliat  comprehensive  inter- 
vention and  management  can  help  patients  manage  their  dis- 
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Table  4.      Fertile  Ground  for  Outcomes  Management* 


Target  Disease 


Respirator, 


Asthma 

Diabetes 

Depression 

Hypertension 

Hyperlipidemia 

Reflux  disease 

Peptic  ulcer  disease 

Allergic  rhmitis 

Chronic  obstructive  pulmonary  disease 

Congestive  heart  failure 

Ischemic  heart  disease 

Nicotine  addiction 

AIDS/HIV 

Other  infections 


•Adapted  from  Reference  27.  with  permission. 
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Fig.  9.  Hospital  bed  usage  expressed  as  inpatient  days/thousand 
subjects  for  fee-for-service  coverage  in  Medicare  patients  (■) 
and  those  covered  by  commercial  insurance  (□)  compared  to 
usage  in  Medicare  patients  and  those  covered  by  commercial 
insurance  who  are  enrolled  in  health  maintenance  organizations. 
(Adapted  from  Reference  35,  with  permission.) 


ease  better,  improve  their  symptoms,  and  reduce  their  med- 
ical costs.-'''  This  is  and  will  be  the  driving  force  in  health  care 
delivery  tomorrow. 

As  an  example.  The  Cleveland  Clinic  has  met  the  needs 
of  the  new  environment  by  redesigning  the  role  of  RCPs  in 
its  Emergency  Department.  In  1994.  the  Emergency  Depart- 
ment at  the  Clinic  created  multiskilled  and  expanded  roles  for 
RCPs  as  a  way  to  meet  increased  demand,  budget,  and  per- 
sonnel constraints.  The  RCPs  underwent  a  4-week  patient- 
care-technician  orientation  program  in  order  to  perform  the 
duties  normally  assigned  to  patient  care  technicians.  The  RCPs 
have  since  assumed  technical  responsibility  for  electrocar- 
diography, phlebotomy  and  intravenous  line  insertion  and  main- 
tenance, central  service,  and  orthopedics  in  addition  to  their 
respiratory  therapy  skills." 


As  a  result  of  this  successful  program,  the  multiple  skills 
of  RCPs  have  improved  the  Cleveland  Clinic  Emergency 
Department  in  many  ways.  First,  it  has  moved  the  services 
closer  to  the  patient  and  has  eliminated  treatment  delays.  Sec- 
ond, it  has  freed  up  the  registered  nurse  to  concentrate  on  other 
assignments  and  has  decreased  patient  stress  by  creating 
provider  teams  that  focus  on  a  small  number  of  patients.  Third, 
it  has  created  significant  salary  cost-savings  related  to  effi- 
cient use  of  resources  while  maintaining  a  high  degree  of  RCP 
job  satisfaction.  At  the  same  time,  we  believe  that  this  pro- 
gram has  been  able  to  maintain  quality  care  and  has  been  suc- 
cessful in  satisfying  emergency  department  physician  expec- 
tations. The  next  step  includes  plans  to  have  RCPs  become 
involved  in  research  and  education." 

Survey  Results 

Prior  to  the  1996  RESPIRATORY  Care  Journal  Conference 
"Emerging  Health  Care  Delivery  Models  &  Respiratory  Care," 
I  distributed  a  questionnaire  to  those  who  attended  to  learn  what 
they  knew  and  believed  about  managed  care.  Respondents 
included  physicians,  respiratory  care  practitioners,  and  other 
professionals.  The  14  respondents  (93%)  reported  the  following: 

•  6 1  %  of  respondents  believed  that  they  have  a  good  under- 
standing of  general  managed  care  principles;  the  remain- 
der were  unsure. 

•  42%  of  respondents  believed  that  they  have  a  good  under- 
standing of  how  managed  care  is  affecting  respiratory  care: 
57%  were  unsure. 

•  84%  of  respondents  were  unsure  whether  the  quality  of 
respiratory  care,  under  managed  care  is  affecting  respiratory 
care;  8%  believed  that  there  is  a  positive  effect:  8%  believed 
that  there  is  a  negative  effect. 

•  85%  of  the  respondents  agreed  that  managed  care  will 
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change  how  respiratory  care  is  or  will  be  delivered:  16% 
were  unsure. 

•  77%  of  the  respondents  have  seen  changes  in  the  deliv- 
ery of  respiratory  care  due  to  the  implementation  of  man- 
aged care  policies,  procedures,  and  practice  guidelines;  23% 
were  unsure  whether  the  changes  are  influenced  by  man- 
aged care. 

•  92%  of  the  respondents  were  unsure  whether  managed  care 
has  had  a  positive  effect  on  the  delivery  of  respiratory  care; 
8%  believe  that  there  ha\e  been  positive  effects. 

•  1 5%  of  the  respondents  believed  that  the  respiratory  care 
industry  is  ready  to  meet  the  demands  of  managed  care; 
38%  were  unsure;  and  46%  disagreed. 

In  Conclusion 

The  changing  health  ciue  environment,  resulting  ui  numer- 
ous healtli  ciire  delivery  mcxiels.  reimbursement  methodologies, 
and  emerging  and  future  patient-care  trends  is  exciting  and 
challenging.  The  role  of  primary  care  practitioners  will  con- 
tinue to  grow  as  they  coordinate  the  care  of  patients  through 
an  increasingly  complex  health  care  delivery  system.  Pul- 
moniU7  specialty  physicians  will  become  involved  in  new  dis- 
ease and  demand  management  programs  for  a  variety  of  res- 
piratory illnesses.  Allied  health  professionals  will  have  an 
increasingly  important  role  in  inpatient  and  outpatient  settings 
as  care  is  shifted  from  more  costly  settings  to  less  costly  alter- 
natives. RCPs  must  adapt  to  the  new  and  increased  respon- 
sibilities associated  \\  ith  managed  care. 
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Discussion 

Durbiii:  The  reduction  in  hospital  vis- 
its and  angioplasties  that  you  demon- 
strated from  the  Cahfomia  data  is  very 
provocative.  How  many  of  hospital 
days  were  transferred  to  nonacute-care 
facilities?  Were  the  same  physicians 
visiting  those  patients  in  nonacute-care 
hospitals?  In  other  words,  are  the  cost- 
savings  really  just  cost-shifting  as 
opposed  to  true  cost-reductions? 

London:  Great  question!  1  threw  that 
up  there  to  show  you  the  kinds  of  things 
that  our  Congressmen  see.  They  have 
a  little  calculator— 2.000  days  x  1 ,000 
members.  If  we  put  100,000  more  peo- 
ple, 70,000  a  month,  into  HMOs,  we  can 
save  the  Medicare  Trust  Fund.  But, 
where  are  those  2,000-patients"  worth 
of  cost  going?  Certainly  there  are  those 
weekend  patients  whom  the  kids  want- 
ed to  stay  until  Monday — and  they  did 
stay — and  they  help  make  up  the  2,8(X). 
But,  I  know  from  practicing  in  Cali- 
fornia, that  patients  do  go  home  still 
healing  from  surgeries  and  relatively 
sick.  So.  a  lot  of  cost  is  going  into  nurs- 
ing care  at  home,  the  home  health  agen- 
cies, home  infusion  agencies,  subacute 
facilities,  maybe  ph;irmaceuticals.  You 
are  right.  I  did  not  show  the  total  cost 
of  care  of  patients  who  are  discharged 
earlier.  I  would  venture  to  say  it"s  not 
near  100%  of  the  savings,  but  I  don't 
think  it's  the  same  cost,  either.  I  think 
the  system  is  saving  money  by  dis- 
charging people  earlier. 

Durbin:  In  obstetric  practice,  there  is 
a  consumer  reaction  to  early  discharge 
and  it's  now  mandated  by  Congress  that 
health  insurance  policies  allow  women 
48  hours  of  postpartum  hospitalization. 
Patients  have  been  going  home  imme- 
diately after  delivery  or  witliin  a  day.  The 
economic  or  the  physical  burden  of  early 
discharge  on  the  family  was  not  taken 
into  account.  I  guess  I'm  concerned  that 
we're  not  including  this  cost  in  any  of 
our  formulations.  What  is  the  price  of 
sending  a  patient  home  early,  and  who 
bears  the  cost?  The  Federal  government 


is  only  concerned  that  tax  dollar  e.xpen- 
ditures  go  down,  but  people  who  actu- 
ally deal  with  this  issue  are  concerned 
with  who  is  going  to  pickup  that  dif- 
ference in  overall  costs. 

London:  Again  that  goes  to  my  point — 
we've  developed  a  'funny"  system  that 
is  partially  government-sponsored  and 
legislated,  a  heavily  employer-based 
insurance  industry  that  "games'  the  sys- 
tem. Now  lay  onto  that  a  managed  care 
Tiiovement — it  becomes  a  very  com- 
plicated question  to  figure  the  true  cost 
because  no  one  is  responsible  for  the 
long-term  total  cost  to  our  population. 
Other  countries  have  done  it,  but  we 
haven't.  Nixon  tiied,  Clinton  tried — who 
knows  who  will  be  the  president  in  20 1 6 
or  whenever — but  we're  not  going  to 
have  national  coverage  like  the  UK, 
Australia,  Singapore,  I  don't  think,  be- 
fore then. 

Durbin:  My  final  comment  is  that  the 
.solution  is  to  integrate  all  levels  of  care 
and  to  share  that  insk  and,  also,  the  ben- 
efit of  reduction  in  cost  and  improved 
appropriateness  of  care  across  the  entire 
spectrum  of  health  care  environments, 
including  the  home. 

London:  One  last  comment  on  the  OB 
(obstetric)  question — my  mother  spent 
9  days  in  the  hospital  42  years  ago  for 
a  vaginal  delivery  when  I  was  born  in 
Cleveland.  She  got  tiemendous  care;  she 
had  a  vacation  after  1  was  born.  Now, 
whether  it's  24  or  48  hours,  the  pen- 
dulum has  swung  all  the  way.  But  if  you 
look  at  the  advancements  in  vaginal 
deliveries,  although  we  monitor  the 
babies  better,  there  ha\  e  been  virtually 
no  advancements  in  terms  of  the  deliv- 
ery. The  pain  medicines  are  a  little  bet- 
ter, but  to  get  from  9  days  down  to  1 .  is. 
I  think,  mostly  an  evolution  of  the  doc- 
tors' and  hospitals'  comfort  in  more 
aggressively  moving  the  women  out  of 
an  acute,  $l,000-$2.()()()  a  day  setting 
into  the  home.  It  hasn't  been  medical 
technology  that  has  put  us  there.  1  think, 
probably,  the  pendulum  in  the  last  few 
years  has  swung  too  far,  and  we're  see- 


ing it  move  toward  the  center  again.  I 
haven't  delivered  a  baby,  but  48  hours 
seems  reasonable  to  me. 

T  Stoller:  I  just  want  to  comment  on 
the  issue  that  you  raised,  Charlie — what 
we're  talking  about  here  are  payers  and 
providers  and  not  about  consumers.  One 
of  the  reasons  that  there's  this  big  back- 
lash, at  least  in  OB,  is,  obviously,  the 
perception  that  every  woman  is  bang- 
ing down  on  the  table,  saying  that  24 
hours  is  too  short  a  time,  without  our 
really  doing  a  good  job  of  educating 
consumers  as  to  what  reasonable  expec- 
tations for  a  nomial  delivery  should  be. 
Jamie  and  1  had  iui  expeiience  when  our 
son  was  born  when  we  were  given  a 
tour  of  a  hospital  where  Kaiser,  at  the 
time,  delivered  their  babies.  The  nurse 
who  was  giving  us  the  tour  said.  "Well, 
if  you  have  the  right  kind  of  insurance, 
you'll  stay  in  for  more  than  2  days,  but 
if  you  have  Kaiser,  they're  going  to 
make  you  get  out  of  here  in  2  days."  The 
obvious  implication  was  that  was 
wrong.  I  think  we  have  to  balance  con- 
sumer expectations  because  obviously, 
in  Europe,  most  folks  aren't  bom  in  hos- 
pitals. They're  born  at  home  because 
the  expectations  and  the  infrastructure 
are  there  to  monitor  the  babies,  and 
whatever.  So,  I  think  somehow  we  have 
to  rationalize  all  of  our  paternalistic, 
matemalistic  attitudes  as  providers,  and 
sort  of  let  consumers  come  to  the  fore- 
front and  really  have  them  take  some 
responsibility  in  this. 

Walton:  We  have  data,  following  up 
on  Dr  Durbin's  question,  about  hospi- 
tal discharges  coming  up  so  quickly 
now  and  lengths  of  stay  continuing  to 
drop.  Financial  analysts  are  also  pub- 
lishing their  predictions  that  20-25%  of 
the  census  in  hospitals  will  end  up  shift- 
ing to  subacute  care.  Abt  Associates 
published  a  study  commissioned  by  the 
American  Health  Care  Association'  on 
specific  respiratory  diagnoses  seen  in 
hospitals  for  Medicare  patients  that 
could  be  shifted  to  subacute  or  alternate 
sites.  The  cost-savings  to  Medicai'e  for 
shifting  this  respiratory  care  out  of  hos- 
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pitals  was  estimated  at  $443  to  $522 
million  each  year.  A  lot  of  the  drop  in 
hospital  days  that  you  showed  on  your 
slides,  Alan,  are  being  shifted  over  to 
other  institutional  providers,  without 
question.  However.  I  think  we're  going 
to  have  a  hard  time  figuring  out  how 
much  of  that  is  appropriate,  how  much 
of  it  is  based  on  disease  management 
changes,  and  those  types  of  things  over 
the  next  couple  of  years. 
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Dunne:  I  think  a  lot  of  that  shifting, 
though,  especially  with  respiratory 
patients,  is  also  driven  by  reimbursement 
nuances.  That's  another  consideration 
that  one  has  to  enter  into  the  equation. 
The  reimbursement  rate  for  respiratory 
therapy  serxices  pro\ ided  in  the  subacute 
setting  is  very  attractive  to  the  private 
investment  community  and  for-profit 
hospital  chains.  There's  another  mo- 
tive— not  just  discharge  from  acute  care, 
but  the  aggressive  solicitation  of  those 
patients  by  subacute  providers  because 
of  revenue  considerations,  and  not  totally 
because  of  cost  containment. 

Mishoe:  ^'ou  talked  about  the  Min- 
neapolis area  publishing  "batting  aver- 
ages" with  consumer  satisfaction,  so  to 
speak.  My  point  is  consumer  satisfac- 
tion does  not  necessarily  mean  quality 
of  health  care.  The  public  may  just  like 
tlie  bedside  manner  or  the  w  a\  the  HMO 
is  run.  but  did  it  really  affect  the  qual- 
ity of  the  care  that  those  patients  got'.' 
I  Ihiiik  that's  a  major  issue.  The  other 
comment  has  to  do  with  what  Dr  Mac- 
Intyre  was  mentioinng.  with  what  I'll 
refer  to  as  the  Kexorkian  model.  What 
is  being  done  with  ethical  issues'.'  The 
best  Judgment  reallx  might  be  that  we 
don't  spend  all  that  moiic\  on  teniiinally 
ill  people.  Really,  the  ethical  thing  may 


be  not  to  deliver  care.  How  are  we 
addressing  those  issues?  I  really  believe 
they  need  to  be  addressed  up  front.  If  the 
public  is  more  aw:u'e.  they  ciui  make  bet- 
ter decisions.  'We  all  probably  know 
families  who  have  been  through  a  ter- 
minal illness  involving  a  family  mem- 
ber. Once  they  have  been  run  through 
the  system,  they  become  educated,  and 
they  realize  that  had  they  know  n  what 
they  know  now,  they  wouldn't  have  put 
their  family  through  heroic  measures. 
What's  being  done  in  those  areas  that 
you  might  want  to  share'.' 

London:  What  they're  tiding  to  achieve 
in  Minneapolis  is,  they  would  make  this 
batting  average  available  to  all  con- 
sumers along  with  the  cost  of  care  by 
specialty,  by  visit,  by  doctor — patient 
satisfaction  scores,  along  with  a  mea- 
sure of  quality,  dependent  on  the  doc- 
tor's specialty.  If  it's  a  surgeon,  it's 
going  to  be  mortality  rates  and  re-admis- 
sion rates.  It  couldn't  be  everything 
because  it  would  be  300  pages  long.  For 
a  cardiac  surgeon,  it  would  be  his  or  her 
death  rate,  his  charges  for  a  surgery, 
those  kinds  of  things.  For  primai7  care, 
the  quality  measures  will  be  more  dif- 
ficult tt)  publish.  There  are  7.000  doc- 
tors in  Minneapolis.  But  there's  no  ques- 
tion that  there's  a  difference  between 
what  a  patient  perceives  as  quality  and 
what  we  all  as  clinical  people  measure 
as  quality.  The  conference  in  Colorado 
was  interesting  in  that  there  were,  as 
Terry  was  just  talking  about.  2  consumer 
advocates,  one  from  the  Washington 
Business  Group  on  Health,  which  is  the 
lobbying  group  for  large  corporate 
employers,  and  Charles  Inlandar.  Pres- 
ident of  People's  Medical  Society.  I 
don't  know  if  any  body's  ever  heard 
him.  He's  a  great  speaker.  I  didn't  agree 
with  most  of  what  he  said,  but  he  stands 
there  like  Nikita  Kruschc\.  pounding  his 
fist.  He's  from  Reading.  Pennsylvania, 
or  some  steel  town,  a  re!ali\el\  small 
tow  n.  demantling  that  this  indusin  needs 
to  start  thinking  about  its  customers.  He 
is  representing  tluuisaiKls  of  people  in 
this  .'\ARP  kind  ofoigani/ation  forcon- 
stmieis   interested   in   impro\ing   the 


health  care  system.  He  implored  us.  as 
pro\  iders  in  the  audience,  to  stop  get- 
ting hung  up  on  our  10-year  studies  to 
prove  quality.  While  those  are  inter- 
esting, his  opinion  was  most  doctors 
rationalize  what  people  are  really  say- 
ing, what  consumers  are  saying,  and  that 
we  should  listen  to  the  consumers.  If 
they  think  they're  getting  good  care 
from  their  doctor.  let's  listen  to  that. 
That's  what  he  was  arguing.  He  was 
arguing  that  you  need  to  factor  in  patient 
satisfaction  to  your  measure  of  a  doc- 
tor's quality,  w  hether  you  like  to  or  not. 
Is  it  interesting  if  there's  a  2%  differ- 
ence in  mortality  rate  on  surgery'?  But 
he  was  imploring  us  to  think  carefully 
that  consumers  over  time  want  to  pick 
their  doctor  based  on  what  they  want  to 
pick  their  doctor  for.  He  likened  it  to  tlie 
auto  industry,  where  you  might  publish 
Car  ami  Driver  results,  hut  until  you  get 
behind  the  w heel  and  dri\e.  it  doesn't 
matter  what  the  magazine  says.  You 
know  when  you  have  the  right  car  and 
it  feels  right  for  you.  I  guess  my  point 
is  that  we  need  to  continue  to  measure 
the  performance  of  doctors,  to  get  at 
\ariations  in  practice  patterns  and  be- 
havior, to  report  on  that  in  order  to  give 
doctors  good  data  to  impro\e  their 
behavior,  to  benchniiuk  towaid  the  best- 
performing  doctors.  At  the  same  tiiue. 
we  listen  \ery  carefully  to  consumers 
who  know  what  they  wimt.  I  guess  I  lis- 
tened carefially  to  this  guy,  and  he  made 
lue  realize  bedside  manner  may  be  a  lit- 
tle more  important  than  1  had  consid- 
ered. The  ethical  question — you  saw 
w  hat  happened  to  Clinton  and  the  Clin- 
ton plan  w hen  he  was  just  trying  to  leg- 
islate rationalizing  the  delivery  and 
fmancing.  I  don't  think  in  our  lifetimes 
we'll  see  pt)liticians  getting  at  the  issue 
you're  talking  about.  Is  anybodx  from 
Oregon  here'.'  No.  Well,  you  know  they 
listed  w  hat  they  would  cover  in  Med- 
icaid and  what  the\  wouldn't  cover. 
They  went  at  the  ethical  issues  by  say- 
ing Son\ .  but  we're  not  going  to  cover 
this  bottom  set  of  diagnoses  for  I  in 
lO.OOO-Medicaid  recipients  who  have 
av\ful  life-threatening  things  because 
we'll  bankrupt  the  hypertension,  dia- 
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betes,  and  prenatal  care  programs,  and 
the  state  can"t  fund  e\ei-\  thing.  So.  they 
made  some  choices.  It  was  controver- 
sial. It's  still  controversial.  That  act 
would  not  have  passed  in  many,  if  any. 
states  other  than  Oregon.  And  they 
didn't  even  get  at  the  end  of  life.  Should 
we  be  determining  who  gets  what,  and 
who  lives?  So.  as  compared  to  Canada 
and  the  UK  and  other  places,  we  have 
a  very  different  population,  and  we  have 
a  different  political  system.  It's  not  polit- 
ically sound  to  even  touch  that  issue. 
While  I  think  you're  right,  we  should 
address  that,  I  don't  think  we  will.  I  just 
don't  think  we  will. 

Mishoe:  But.  ultimately,  then,  physi- 
cians and  all  health  professionals  must 
address  that  because  in  the  work  that 
professionals  do.  you  have  to  make  judg- 
ment calls.  If  you're  being  evaluated  in 
these  ways  (for  fiscal  responsibility). 
then  it  has  to  be  done  one  way  or 
another — whether  it's  addressed  pub- 
licly or  in  a  legislation  or  whether  it's 
possible  for  open  discussion  within  our 
professions  and  witliin  our  organizations. 
There  are  limited  resources,  so  we  need 
to  openly  discuss  how  we  ethically  and 
morally  make  decisions  on  allocation  of 
health  services. 

London:  We  have  an  interesting  guy  in 
the  Cleveland  Clinic.  I've  now  paraded 
him  before  a  number  of  insurance  com- 
panies. His  motivation  was  never  insur- 
ance or  profit  or  managed  care — he's  a 
neurointensivist.  Jeff  Frank.  He's  done 
100  consults  throughout  the  state  of  Ohio 
on  teclinically  brain-dead  patients  whom 
the  doctors,  hospitals,  and  family  are 
struggling  with  "pulling  the  plug." 
You'd  think  he's  an  ethicist.  the  way  he 
approaches  it,  but  he's  a  neurointen- 
sivist— a  highly  skilled,  very  sensitive 
guy.  He  helps  doctors  and  families.  He 
doesn't  charge  for  this.  He  gets  a  call  to 
go  to  Cincinnati  on  a  very  difficult 
patient,  and  he  goes,  and  he  just  lends 
his  help.  He  said  he  takes  sometimes  4- 
5  hours  of  sitting  with  the  family,  tak- 
ing a  history,  understanding  more  about 
what  the  patient  was  like  before  they 


were  technically,  clinically  brain-dead, 
and  then  helps  the  family.  About  half  the 
time  he  helps  urge  the  family  to  end  the 
life.  Often  the  neurologists  who  are  the 
primary  doctors  on  the  case  Just  don't 
have  the  experience,  the  skill,  or  the 
interpersonal  skills  to  do  it.  Half  the  time 
he  helps  them  work  through  that  saying 
Let's  keep  going  here,  but  let's  expect 
a  very  different  individual  to  come  out 
of  this  than  you  knew  going  into  it.  It's 
very  interesting.  That  could  be  some- 
thing that  will  become  more  common- 
place, and  it  gets  at  what  you  were  just 
saying.  Maybe  we're  not  going  to  get 
a  national  policy  on  death  and  dying,  but 
physicians  need  to  become  better  at  help- 
ing people  through  that. 

Cornish:  In  our  practice,  we've  seen  a 
Uu'ge  increase  in  hospice  utilization,  par- 
ticularly in  regards  to  the  vertical  inte- 
gration issues.  Hospitals,  and  I  think 
physicians,  too,  are  beginning  to  rec- 
ognize the  benefits  of  hospice  programs 
and  are  beginning  to  use  them  more 
aggressively — not  providing  health  Ciue 
at  all  costs,  but  recognizing  that  people 
do  have,  in  certain  cases,  a  more  limited 
life  span  and  hospice  provides  all  inclu- 
sive, effective  health  care.  Alan,  from 
your  perspective  on  the  managed  care 
side,  how  is  hospice,  if  at  all.  becoming 
part  of  vertically  integrated  managed 
care  programs? 

London:  You're  right,  we  avoided  that, 
but  we  ought  to  talk  about  subacute, 
nursing  home,  hospice,  in  one  breath. 
Cletirly,  the  integrated  delivery  systems 
that  I  see  forming  are  incoiporating  all 
of  that  in  one  system.  There  was  an  ear- 
lier comment  about  gaming  the  system. 
If  you  have  a  whole  for-profit  subacute 
nursing  home  industi7,  which  we  have, 
and  their  profits  are  based  on  volume 
and  revenue,  and  you  have  them  com- 
peting for  patients  with  a  hospital  dis- 
charge-planning effort,  that  is  not  coor- 
dinated, and  they're  fighting  over  the 
dollars  and  when's  the  right  time,  it's 
absolutely  awful  care  for  the  patients. 
I'm  a  big  proponent  of  comprehensive, 
vertically  and  horizontally  integrated. 


provider-sponsored  networks,  provider 
delivery  networks  where  you've  got  all 
of  the  doctors,  all  of  the  hospitals,  all 
of  the  levels  of  subacute  and  nonacute 
care  in  one  company,  and  you're  vir- 
tually managing  the  patient  throughout 
your  whole  system. 

Shrake:  I  agree  that  the  next  HMO  fron- 
tier that  will  develop  in  the  next  few- 
years  is  the  Medicare  and  Medicaid 
HMOs.  This  has  already  happened  to  a 
great  extent  in  California.  When  you 
showed  some  of  your  data  on  tlie  patient- 
days  and  admissions  and  so  on,  per 
HMO  Medicare  patient,  do  you  have  a 
sense  of  how  much  of  that  might  be 
related  to  adverse  selection,  where  some 
of  the  healthiest  Medicare  recipients  opt 
for  the  HMO  plans,  and,  therefore,  use 
less  services? 

London:  Good  point.  I  was  actually 
medical  director  at  the  HMO  in  Cali- 
fornia that  got  the  first  Medicare-risk 
pilot  project  in  '83.  We  were  granted 
10.000  patients,  overnight.  The  gov- 
ernment said  ""OK.  We'll  try  this.  You 
can  have  10,000.  and  we'll  pay  you  95% 
in  advance.  I  think  it  was  $50  million 
in  advance.  The  president  of  the  com- 
pany, with  his  calculator,  was  just  look- 
ing at  what  the  interest  would  be  on  $50 
million  a  month  deposited  before  we 
rendered  caie.  So  the  company  went  for 
it.  They  had  the  idea  of  giving  $10  a 
head  to  a  nice,  young,  good-looking 
sales  force  to  go  out  and  sign  up 
seniors — whi)  must  be  65  and  have  a 
Medicare  card.  Nobody  mentioned  that 
they  needed  to  be  breathing  on  their 
own,  they  needed  to  be  ambulatory.  This 
sales  force  went  out  and — I'll  never  for- 
get— I  think  April  1  was  the  day  the 
10,000  patients  became  effective.  We 
had  37  patients  on  ventilators  in  ICUs 
the  day  the  plan  opened.  We  had  7 
patients  over  100  years  old.  I  think  a 
dozen  were  on  respirators  in  their 
homes.  They,  literally,  had  seen  Mrs 
Jones  in  a  back  room  on  a  ventilator  and 
had  convinced  the  daughter  or  son  to 
sign  up — that  it  would  be  a  good  thing 
to  leave  their  doctors  and  come  into  the 
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system.  Well,  the  backlash  (I'm  getting 
to  your  question)  to  that  miserable  start 
was  (and  1  left  this  HMO.  obviously) 
that  they  put  the  m;irketing  and  sign-up 
office  on  the  second  floor  of  a  building 
that  had  no  elevator.  The  next  set  of 
seniors  who  were  signed  up  over  the 
next  few  years  had  to  drive  or  get  to  the 
office  and  they  had  to  sign  the  form. 
They  were  not  allowed  to  sign  up  in 
their  homes  (or  in  their  ICU  beds).  They 
had  to  get  to  the  place,  they  had  to  get 
up  the  stairs,  they  had  to  sign,  and, 
clearly,  there  was  a  selection  issue.  You 
see  this  debate  all  over  the  country  that 
there's  a  gaming  of  the  system.  I'd  say 
there's  some  of  that.  That  2,800  is  a 
national  average  for  .'^0  million  seniors, 
and  it's  just  that — the  average.  I  would 
argue  that  of  the  4.4  million  seniors, 
there  are  probably  a  good  slug  of  them 
who  are  the  healthier  and  are  willing  to 
take  a  chance,  not  withstanding  the  fact 
that  they  have  to  give  up  their  doctor. 
In  the  Cleveland  Clinic  in  Florida,  we 
have  4,000  seniors  of  these  4  million 
signed  up  with  us.  and  we  think  just  the 
opposite.  We  expected  for  the  popula- 
tion we  had.  I  think,  something  like  15 
open-heart  surgeries  in  the  first  year.  We 
had  .^7.  Why?  We're  the  Cleveland 
Clinic,  and  they  signed  up  "Wow.  we 
can  get  an  HMO  and  the  Cleveland 
Clinic?"  We  have  the  reverse  problem. 
So,  those  things  are  hard  to  measure,  but 
I  think  you're  "right  on'  with  your  com- 
ment. There's  some  of  that,  just  like 
there's  some  cost-shifting. 

J  Stoller:  I  am  interested  in  your  com- 
ments regarding  pre-existing  conditions. 
You  alluded,  jokingly,  to  the  way  that 
issue  is  managed.  In  fact,  one  of  the  fal- 
lacies of  pre-existing  conditions  is  that 
they  are  indexed  to  current  knowledge. 
In  fact,  as  the  Human  Genome  Project 
evolves  over  the  next  3-10  ye;us.  we  will 
have  the  capability  to  identify  all  pre- 
existing conditions,  even  those  that  are 
clinically  unapp;irent.  but  equally  threat- 
ening (We're  seeing  that  now  with  the 
BRCA  gene  and  breast  cancer  risk).  1 
would  submit  that  this  >;mw  th  of  knowl- 


edge about  risk  will  throw  into  havoc 
the  whole  concept  of  pre-existing  con- 
ditions and  how  insurers  shift  their  reac- 
tion to  whom  they're  insuring.  I'm  inter- 
ested in  your  thoughts  of  what's 
happening  as  people  anticipate  this. 

London:  You  may  or  may  not  know 
that,  in  a  licensed,  federally  sponsored 
HMO,  the  HMO  Act  does  not  allow 
HMOs  to  select  by  pre-existing  condi- 
tion. So  that's  one  of  the  purest  forms 
of  insurance,  where  an  HMO  has  to  take 
all  comers.  Now,  one  of  the  ways  the 
HMOs  get  around  that  is  they  don't  sign 
up  individuals.  They  only  sign  you  up 
if  you're  employed.  You  could  be 
employed  in  a  2-man  group,  but.  if 
you're  employed,  if  you're  not  a  single, 
they  have  to  take  you.  But  many  HMOs, 
including  Kaiser,  take  all  comers,  includ- 
ing singles,  and  there  is  no  pre-existing 
condition  waiver  or  'out.'  1  think,  Jamie, 
over  time,  if  you  look  at  the  recent  leg- 
islation on  portability,  we're  going  to 
see  that  go  away.  We're  going  to  see  the 
Federal  government,  in  little  ways,  step 
up  and  not  allow  the  gaming  of  the  sys- 
tem, and  that'll  mimic  more  the  HMO 
and  m;inaged  care  industry  where  there's 
relatively  less  pre-existing  denial  of  cov- 
erage than  the  old  Blue  Cross  80/20-type 
plans.  I  think  there  will  be  more  of  a 
level  playing  field  in  terms  of  all  insur- 
ers bearing  risk,  and  1  think  the  Human 
Genome-type  research  will  be  better  able 
to  be  applied  to  assessing  risk  and  mea- 
suring outcomes. 

Mathews:  1  heard  a  group  of  people 
w  ho  were  employee  benefit  managers 
in  \  arious  business  concerns  talking.  A 
lot  of  their  companies  have  cafeteria- 
style  benefits  that  allow  employees  to 
pick  and  choose.  One  of  the  statements 
that  was  made  was  that  there  has  been 
a  dramatic  drop  in  the  number  of  1 8-35 
year  olds  who  are  electing  to  get  good 
health  insurance  or  any  health  insur- 
ance— assuming  that  they're  going  to 
be  a  low  risk.  It  seems  to  me  that  this 
would  decrease  that  pool,  insurance 
being  a  pooled-risk  type  of  sy.stem  that 


uses  the  income  from  people  not  at  risk 
to  pay  for  those  who  are.  It  seems  that 
this  is  going  to  be  an  awfully  big  prob- 
lem, with  the  'baby  bump'  coming  and 
pregnancies  being  put  off — ^the  main  rea- 
son that  younger  folks  were  getting  the 
insurance.  It  appears  to  me  that  this  is 
going  to  be  a  big  drain  on  the  system 
because  these  people  aren't  paying  into 
the  insurance  pool.  Perhaps  we  will  see 
the  same  thing  that  we're  seeing  with 
Social  Security,  a  declining  fund  base 
with  an  increasing  risk  pool. 

London:  I  don't  disagree.  I  thought  we 
nccilcd.  I  still  think  we  need,  a  national 
health  care  policy  to  rationalize  some 
of  tlie  pressure  on  the  balloon  that  we've 
been  talking  about  between  the  employ- 
ers, the  government,  out-of-pocket,  and 
the  gaming  of  the  system  that  results 
from  those  pressures.  We  don't  have  a 
rational  system,  and  if  you  remember 
what  Clinton  was  saying  about  the  37 
million  uninsured,  a  lot  of  them  are  not 
who  we  envision:  the  homeless,  poor, 
degenerate,  uninsured  disasters  that  show 
up  in  our  emergency  rooms.  They  are 
the  w  orking  voluntarily  uninsured  or  the 
underinsured  because  of  financial 
choices  they  have  to  make.  We  don't 
have  a  national  health  policy  that  cov- 
ers them.  Thank  God  we  have  a  system 
that  (and  some  countries  don't)  if  they 
get  really  sick,  if  they  get  in  a  train  wreck 
and  show  up  in  the  ER.  they  get  taken 
Ciire  of  Then  we  shift  that  cost  to  some- 
body else.  1  don't  ha\e  an  answer.  I  think 
it's  a  meaningful  comment,  though. 

Lawrence:  I'he  issue  of  portabilit)  is 
an  interesting  one  because  without  porta- 
bility we  ha\e  disincenti\es  for  pre- 
\enti\e  care.  If  you  ha\e  portability  of 
benefits,  then  I'm  noi  sure  that  1  under- 
stand how  it's  ever  going  to  happen 
without  government  intervention  and 
government  oversight.  However,  if  we 
have  a  go\eniment  that  is  not  w  illing  to 
take  on  tlie  issue  of  snK)king  and  health, 
how  can  they  be  a  government  that  takes 
on  the  issues  of  portabilitv  and  pre- 
ventive health  care? 
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Introduction 

Fixed  payment,  as  used  in  managed  cai-e,  has  been  an  impor- 
tant component  of  payment  for  the  health  care  system  in  the 
United  States  since  the  advent  of  Medicare  prospective  pay- 
ment by  Diagnosis  Related  Groups  (DRGs)  in  1983.  Since 
that  first  foray  during  which  Medicare  and  other  insurers  estab- 
lished classifications  for  illness  and  began  paying  on  a  per- 
case  basis,  the  spectrum  of  managed  cai'e  has  broadened  and 
now  integrates  financing  and  management  of  health  care  ser- 
vices to  various  populations  and  employs  or  contracts  with 
organized  provider  networks.  The  extent  of  managed  care  varies 
from  region  to  region  and  state  to  state,  and  the  type  ranges 
from  per  diem/per  visit  at  one  end  of  the  spectrum  to  capi- 
tation payment  systems  at  the  other.  In  this  paper,  we  describe 
trends  in  the  delivery  of  respiratory  care  within  a  large  aca- 
demic referral  center  during  the  period  1991  to  1996.  an  inter- 
val that  encompasses  the  period  of  a  tumultuous  health  care 
market  and  substantial  growth  of  managed  care.  We  believe 
that  our  observations  about  changing  patterns  of  respiratory 
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care  delivery  at  The  Cleveland  Clinic  Foundation  (CCF)  can 
be  generalized  to  other  institutions  and  provide  lessons  about 
the  impact  of  managed  care  on  respiratory  care. 

Institutional  Profile 

The  CCF  is  a  large  academic  refenal  center  with  a  945- 
bed  hospital  and  a  salaried,  multispecialty  medical  staff  Fig- 
ure 1  depicts  the  growth  in  the  number  of  outpatients  seen — 
from  701,246  in  1991  to  nearly  1  million  projected  for  1996. 
There  were  30.069  admissions  in  1991  and  4 1.4 16  in  1993. 
Average  length  of  stay  declined  from  8.31  in  1 99 1  to  6.54  in 
1995.  This  does  not  include  obstetrical  cases  because  no  mater- 
nity services  were  offered  at  the  Foundation  until  1995.  Medi- 
care case  mix  was  2.15  in  1991  and  2.12  in  1995.  In  1995, 
the  CCF  had  the  seventh  highest  Medicare  ca.se  mix  in  the  U.S. 
Surgical  ca.ses  increa.sed  from  a  1991  level  of  27.820  to  35,370. 
These  data  depicted  in  Figure  I  A- IE  provide  a  macroview 
of  the  CCF's  trends  during  the  last  several  years.  Of  interest, 
also,  is  the  change  in  primary  payer  mix.  Tl:is  is  shown  in  Fig- 
ure 2,  which  also  highlights  the  increase  in  managed  care  from 
4.8%  in  1990  to  36.6%  in  1996.  This,  of  course,  does  not 
include  some  other  fixed  payment  systems,  an  example  ot 
which  would  be  payment  for  in-house  Medicare  patients. 

Respiratory  Care  Trends 

As  shown  in  Figure  3A-3E,  striking  trends  in  the  deliv- 
ery of  respiratory  cai^e  sei'vices  between  1991  and  1996  include 
( 1 )  an  overall  decrease  in  respiratory  care  services  despite  an 
increase  in  hospital  admissions,  and  (2 )  a  progressive  decrease 
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Fig.  1.  Changes  in  aspects  of  patient  care  at  the  Cleveland  Clinic 
Foundation,  1991-1995,  A,  Increase  in  number  of  outpatient  visits. 
B.  Increase  in  number  of  admissions.  C.  Decrease  in  average 
length  of  stay,  D.  Changes  in  Medicare  case-mix  index.  E. 
Increase  in  number  of  surgical  cases. 


1990 


Commercial 


Managed 

4.8% 


Othier  Payers 


Blue  Cross 


Medicare 


1996 


Commercial 


Medicare 


Managed 


Other  Payers 


Blue  Cross 


Fig.  2.  Changes  in  primary  payer  mix  at  the  Cleveland  Clinic  in  1996  compared  to  1990. 
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in  the  mean  cost  per  patient  of  respiratory  cai'e  services.  Fig- 
ure 3  A  depicts  the  number  of  non-ICU  inpatients  receiving 
respiratory  therapy  at  the  CCF  between  1991  and  1996.  Growtli 
between  1991  (16,989  patients)  and  1994  (19.096)  likely 
reflects  a  contribution  by  Kaiser  Permanente.  which  con- 
tractually began  admittmg  subscribers  to  the  Cle\eland  Clinic 
Hospital  in  1994.  It  is  striking  that  despite  the  higher  num- 
ber of  hospital  admissions  over  this  interxal.  the  number  of 
high- volume  respiratory  care  treatments  (ie.  aerosolized  med- 
ications, oxygen  therapy,  bronchopulmonary  hygiene,  and 


incentive  spirometry)  delivered  declined  by  27%  from  202.728 
in  1991  to  148.872  in  1996  (annualized.  Fig.  3B).  Normal- 
ized to  the  number  of  medical-surgical  patients  hospitalized 
at  the  CCF  betv\een  1991  and  1996.  the  number  of  respira- 
tory therapy  treatments  per  patient  declined  from  1 1 .9/patient 
to  9.0/patient  (Fig.  3Cl.  Accompan>ing  the  decline  in  the  vol- 
ume of  respiratory  care  services  was  a  29%  decrease  in  the 
total  costs  (fixed  and  variable)  from  SI. 596.550  in  1991  to 
SI.  138.443  in  1996  (annualized.  Fig.  3D).  Finally,  the  aver- 
age cost  per  patient  of  major  respiratory  therapies  progres- 
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sively  decreased  by  27%.  from  $94/patient  in  1991  to 
$69/patient  in  1996  (annualized.  Fig.  3E).  All  costs  are  cal- 
culated through  our  cost  accounting  system  (Transition  Sys- 
tems), and  the  dollar  figures  are  not  stated  in  1996  dollars  but 
indicate  actual  dollars  for  the  year  in  which  they  are  reported. 
We  interpret  these  trends  suggesting  conservation  of  res- 
piratory care  services,  despite  a  stable,  high  case-mix  index 
and  an  increasing  number  of  admissions,  to  reflect  more  care- 
ful allocation  of  respiratory  care  services.  Though  coincidence 
cannot  establish  causality,  it  is  notable  that  these  trends  accom- 
panied the  implementation  of  a  therapist-driven  protocol  pro- 
gram at  our  institution  (called  the  Respiratory  Therapy  Con- 
sult Service,  RTCS).  This  RTCS  was  introduced  on  a  pilot 
basis  in  February  1992  and  became  mandated  for  most  non- 
ICU  adult  inpatients  by  mid- 1 994. 

Site-Specific  Variations  in  Respiratory  Care 

In  contrast  to  non-ICU  patients,  the  data  regarding  ICU 
patients  for  the  years  1991  through  1996  are  depicted  in  Fig- 
ure 4A.  In  1 994.  with  the  influx  of  Kaiser  Permanente  patients, 
there  was  an  increase  in  total  number  and  utilization  of  ICU 
beds  with  a  corresponding  increase  in  total  costs  of  major  ther- 
apies for  ICU  patients  in  comparison  to  earlier  years  (Fig.  4B). 
The  Respiratory  Therapy  Consult  Service  was  not  used  in  the 
ICU  setting,  and  care  was  directed  by  the  managing  physi- 
cians. In  spite  of  marked  increase  in  ICU  admissions,  the  aver- 
age cost  of  major  therapies  for  ICU  patients  stayed  essentially 
stable  and  is  depicted  in  Figure  4C. 

A  look  at  patients  at  CCF  being  treated  lV)r  a  primary  diag- 
nosis of  asthma  reveals  3  groups:  those  directly  admitted  "to 
the  floor";  those  admitted  following  a  stay  in  the  emergency 
department;  and  those  admitted  after  a  stay  in  the  observa- 
tion unit.  The  lengths  of  stay  in  these  3  groups,  as  shown  in 
Figure  5A  and  Figure  .'iB.  indicate  total  direct  cost  by  area 
of  treatment  in  patients  with  asthma.  It  is  probably  not  sur- 
prising that  total  direct  cost  is  highest  in  direct  admissions 
and  lower  in  patients  who  spent  some  time  in  the  observa- 
tion unit,  thereby  receiving  respiratory  care  in  a  less  expen- 
sive setting. 

The  discharge  dispositions  of  patients  w  ho  recei\  ed  res- 
piratory care  in  the  hospital  regardless  of  the  primary  diag- 
nosis during  the  past  5  years  is  shown  in  Figure  6A.  In  1992, 
80.5%  of  these  patients  were  dischaiged  to  the  home  directly 
from  the  hospital,  and  in  1996,  the  percentage  of  patients  going 
directly  home  was  only  63%.  There  has  also  been  an  increase 
in  the  number  of  patients  receiving  respiratory  care  in  a  home 
setting — from  9.5  to  16.5%  during  the  last  5  years.  Use  of  alter- 
nate sites,  such  as  rehabilitation  and  skilled  nursing  facilities 
and  subacute  nursing  floors  have  increased  from  6. 1  %  in  1 99 1 
to  13.7%  in  1996.  Figure  68  shows  the  discharge  disposition 
of  nonrespiiaioi'N  jiatients.  with  the  percentage  of  patients  going 
to  home  health  or  alternate  sites  lower  than  in  recipients  of 
respiratory  care. 
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Fig.  4.  Changes  in  respiratory  care  provided  to  ICU  patients  at  the 
Cleveland  Clinic  from  1991  through  1996:  A.  numbers  of  patients. 
B,  total  cost  of  major  therapies.  C.  average  cost  of  major  therapies. 


Analysis  of  inpatients  with  primary  diagnosis  of  chronic 
obstructive  pulmonary  disease  (COPD.  DRG  088)  shows  a 
28%  reduction  in  costs  representing  respiratory  care  senices. 
12.5%  in  1993  and  9%  in  1996  (Fig.  7A).  A  breakdown  of 
direct  costs  of  COPD  patients  shows  a  marked  reduction  in 
the  respiratory  care  component  in  1996  in  comparison  with 
1993(Fi2.  7B). 
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Fig.  6.  Changes  in  discharge  disposition  for  Cleveland  Clinic  patients,  1992-1996:  A.  in  patients  receiving  respiratory  care;  B.  in  patients  not 
receiving  respiratory  care. 
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Fig.  7.  Cost  for  Cleveland  Clinic  patients  with  chronic  obstructive  pulmonary  disease:  A.  percent  of  cost  for  respiratory  care;  B.  changes  in 
direct  cost,  1993  (□)  and  1996  (□). 
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Comments 

Although  caution  must  be  exercised  in  alliibuting  these 
respiratory  care  trends  to  the  effects  of  managed  care,  the  co- 
incidence of  the  growth  of  managed  care  and  improved  allo- 
cation of  respiratory  care  services  and  cost-savings  certainly 
invites  speculation  about  cause.  There  is  reduction  in  the  per- 
centage of  hospitalized  patients  utilizing  respiratory  care,  pro- 
jected to  be  40%  of  all  admissions  in  1996  compared  to  60% 
in  1992  (Fig.  8).  The  Medicare  case-mix  index  for  patients 
receiving  respiratory  care  is  2.28  and  is  higher  than  the  Medi- 
care case-mix  index  for  nonrespiratory  care  patients.  Evidence 
suggests  that  the  total  cost  of  respiratory  care  for  non-ICU 
patients  has  fallen  and.  more  importantly,  the  average  cost 
per  patient  has  also  been  reduced  in  the  past  few  years. 
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Fig.  8.  Percent  of  Cleveland  Clinic  patients  receiving  respiratory 
care  (□)  versus  those  not  receiving  respiratory  care  (□), 
1992-1996. 


Many  factors  may  contribute  to  this  phenomenon.  One 
certainly  is  a  reduction  in  length  of  stay  with  an  associated 
reduction  of  all  inpatient  activities  including  respiratory  care. 
Within  the  reduced  length  of  stay,  therapist-driven  protocol 
(TDP)  programs  have  also  been  insUiimental  in  reducing  costs. 
The  traditional  model  for  respiratory  therapy,  practiced  for 
a  long  time,  has  incorporated  a  task-oriented  role  for  ther- 
apists. The  TDP  invi)l\ es  physicians"  writing  orders  for  a  pro- 
tocol rather  than  for  specific  respiratory  care  interventions. 
In  response,  therapists  are  guided  to  provide  this  treatment 
under  algorithms  within  a  ciue  plan  that  addresses  the  patient's 
respiratory  care  needs. 

Evidence  suggests  that  TDPs  are  being  used  w  idely.'  due 
in  part  to  shortcomings  of  the  traditional  model  of  provid- 
ing respiratory  care  and  in  part  to  the  growing  endorsement 
of  TDPs  by  the  respiratory  care  community.  Misallocation 
of  respiratory  care  services  has  been  shown  in  many  differ- 
ent clinical  settings.  At  the  CCF,  Kesler  and  .Stoller-  demon- 
stiatcd  both  o\erordering  and  underordering  of  oxygen  in  a 
relrospecti\e  audit  of  respiratory  care  ser\ices  prescribed  by 
physicians  to  230  adult.  non-ICU  patients.  Supplemental  oxy- 


gen was  overordered  in  28%  of  recipients.  Evidence  also  sug- 
gested misallocation  of  other  commonly  used  respiratoiy  cai-e 
services,  namely  incentive  spirometry,  aerosolized  broncho- 
dilators,  bronchopulmonary  hygiene,  and  intermittent  pos- 
itive pressure  breathing.  The  study  demonstrated  that  mis- 
allocation occurs  frequently  for  supplemental  oxygen  and  for 
other  respiratory  care  services. 

Several  studies'^  have  now  shown  that  therapists  may  allo- 
cate respiratory  care  more  appropriately  than  other  health  care 
providers.  They  can  provide  effective  consultation  to  physi- 
cians regarding  respiratory  care  orders  and  reduce  misallo- 
cation of  respiratory  care.  At  the  CCF,  between  1 99 1  and  1 995, 
changing  patterns  for  use  of  the  highest-\olume  respiratory 
care  services  delivered  to  non-ICU  adults  was  associated  with 
a  decrease  in  the  number  of  therapies  and  associated  costs. 
Implementation  of  a  respiraton  iherapv  consult  senice  effected 
cost-sa\ings  by  reducing  misallocation  and  encouraging  use 
of  effective  but  less  expensive  respiratory  care  meidalities.  In 
another  recent  study  by  Stoller  et  al,^  it  was  shown  that  a  res- 
piratory therapy  consult  service  can  be  an  effective  strategy 
to  allocate  respiratory  care  appropriately  v\  hile  conserving  the 
costs.  The  study  was  a  nonrandomized,  pmspectix  e,  obser- 
vational cohort  study  with  concurrent  controls  and  relates  to 
adult  non-ICU  inpatients  at  the  CCF.  The  patients  for  w  hom 
the  respiratory  therapy  consult  service  was  requested  had  a 
greater  severity  of  respiratory  illness. 

Discharge  disposition  during  the  last  5  years  has  changed, 
w  ith  the  percentage  of  patients  going  to  alternate  sites  increas- 
ing mai'kedly.  It  is  difficult  to  say  what  this  phenomenon  does 
to  the  total  cost  of  respiratory  care;  however,  it  does  bring 
the  payments  into  an  alternate  system  and  out  of  contractual 
agreements  and  DRGs  to  cost-based  reimbursement.  It  stands 
to  reason  that  delivery  of  respiratory  care  in  other  than  an 
acute  care  setting  would  be  less  expensive,  but  this  remains 
to  be  shown. 

Patient-focused  care,  w  hich  began  a  few  years  ago  with 
great  enthusiasm  regarding  (.|ualit\  of  care  and  cost  of  care, 
also  has  the  potential  to  reduce  the  cost  of  respiratory  care. 
Simple  but  commonK  used  procedures  such  as  oxygen  ther- 
apy, metered  dose  inhalers,  and  broiichopulmonarN  h\giene 
can  be  pro\  ided  by  nursing  care  teams  thus  freeing  the  res- 
piratory ciue  practitioners  for  more  elaborate  and  technically 
complicated  treatments  in  severely  ill  patients.  On  the  other 
hand,  respiratory  care  practitioners  can  attain  other  skills 
(namely,  taking  electrocardiograms,  pcribrming  phlebotomies, 
and  even  assisting  in  orthopedics)  to  provide  more  patient 
care  at  a  reduced  cost  in  special  settings  like  emergency 
medicine  departments. 

Potential  Strategy  for  Managed  Care 

Based  on  the  observations  described,  a  strategy  can  be 
designed  to  cope  with  managed  ciu-e  that  maintains  high  qual- 
itv.  Such  a  slratesiv,  w  hich  must  be  sensitive  to  cost,  could 
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be  divided  into  general  and  specific  measures  (Fig.  9).  Gen- 
eral measures  include  careful  screening  of  patients  to  avoid 
unnecessary  admissions  and  use  of  observation  units  in  var- 
ious settings:  continued  efforts  to  reduce  length  of  stay,  which 
would  decrease  the  use  of  all  services  in  the  hospital  includ- 
ing respiratory  care;  and  careful  implementation  of  a  do-not- 
resuscitate  policy  to  avoid  futile  care  to  severely  ill  patients, 
a  phenomenon  that  is  still  prevalent  in  many  acute  care  hos- 
pitals. General  measures  would  also  include  appropriate  admin- 
istrative and  medical  leadership  with  the  transitioning  of  res- 
piratory care  services  towards  a  cost  rather  than  a  profit  center. 
Specific  strategies  would  promote  patient-focused  teams,  pro- 
viding less  elaborate  and  frequently  used  respiratory  care  ser- 
vices on  hospital  floors,  and  v\  ith  respiratory  care  practitioners 
expanding  their  role  to  provide  other  patient  care  services  that 
would  reduce  tiie  total  cost  of  care  and  make  them  even  more 
meaningful  participants  in  the  health  care  delivery  system. 
The  concept  of  a  respiratory  therapy  consult  service  is  a  major 
development  in  the  practice  of  respiratory  care  and.  properly 
instituted  with  ph>'siciiui  backing  ;uid  outcome-based  protocols, 
can  be  a  major  instrument  in  reducing  misallocation  and. 
thereby,  reduce  costs. 


General  Measures 

Screening  of  all  admissions 

Use  of  obsen/ation  units 

Reduction  in  length  of  stay 

Avoidance  of  futile  care 

Improved  do-not-resuscitate  policy 

Appropnate  leadership  (technical,  medical,  financial) 

Specific  Measures 

Patient-focused  teams  (cross-training) 

Expanded  role  for  respiratory  care  practitioners 

Coordinated  care  tracks 

Respiratory  therapy  consult  service 

Preventive  measures 

Disease-oriented  group  clinics 

Alternate  sites  for  respiratory  care  (home,  skilled  nursing 

facility,  rehabilitation) 


Fig.  9.  Strategy  for  implementation  of  managed  care 


The  continued  study  of  these  protocols  can  result  in  re- 
adjustment of  decision  points  to  favorably  influence  cost,  with- 
out reducing  the  quality  of  care  and  outcomes.  In  most  set- 
tings, this  should  also  result  in  reduction  of  the  number  of 
personnel  required  to  provide  services.  Certainly,  one  can 
never  overemphasize  the  importance  of  instituting  preven- 
tive measures  that  can  result  in  reduction  in  acute  exacer- 
bations, hospital  admissions,  and  emergency  room  visits — 
thus,  reducing  the  total  cost  of  respiratory  care.  This  is 
especially  important  in  areas  where  capitation  payment  sys- 
tems are  gainiiii:  niiukcl  share  and,  certainlv.  in  a  societal  sense 


would  have  the  greatest  impact  on  the  global  cost  of  respi- 
ratory care  services. 

Future  Prospects 

In  the  final  analysis,  respiratory  care  services  face  the  same 
challenge  as  other  aspects  of  health  care  in  the  cunent  mar- 
ket place.  It  is  expected  that  excellence  in  respiraloiy  caie  ser- 
vices can  be  provided  with  a  minimum  expenditure  of 
resources.  To  do  this  one  needs  to  weigh  the  financial  impli- 
cations of  every  intervention  and  treatment  against  patient  out- 
come and  provide  the  care  in  a  cost-effective  manner.  At  the 
organizational  le\'el.  this  requires  a  cooperative  effort  between 
respiratoiy  cme  practitioners,  physician  leaders,  financial  man- 
agers, and  health  care  "gums."  The  trend  towards  respiratory 
c;iie  deliverv  in  altemate  sites  will  continue  because  costs  should 
be  low  er  outside  acute  care  settings.  Cross-training  of  per- 
sonnel will  continue,  with  nurses  providing  some  respiratory 
care  and  respiratory  care  practitioners  increasing  their  scope 
and  acquiring  new  skills,  including  management  and  a  greater 
role  in  hospital  organizations.  The  continued  trend  towards 
capitation  payment  should  result  in  a  reduction  in  the  explo- 
ration of  alternate  avenues  of  income  and  the  placing  of  greater 
emphasis  on  prevention  of  disease.  The  scope  of  chronic-dis- 
ease-oriented group-treatment  programs  should  expand  with 
a  view  towards  reduction  of  acute  exacerbations  and  hospi- 
tal admissions.  The  use  of  therapist-driven  protocols  should 
continue  to  increase  provided  the  evidence  for  cost-effectiveness 
and  appropriateness  continues  to  mount. 

Finally,  it  seems  that  Wall  Street  will  have  a  say  in  com- 
petition and  deliveiy  of  these  services  through  publicly  traded 
companies  and  their  immense  economic  power.  This  phe- 
nomenon is  already  apparent  through  physician  practice-man- 
agement companies,  which  are  growing  at  a  fast  rate,  and 
through  companies'  taking  over  various  ancillary  services 
within  hospitals.  Respiratory  care  certainly  is  an  ideal  type 
of  service  where  such  companies  can  offer  financial,  admin- 
istrative, and  medical  expertise  in  a  cost-effective  manner  to 
various  institutions.  Wall  Street's  promotion  of  'pure  plays' 
(ie,  those  with  a  clearly  defined,  relatively  naiTow  focus  and 
area  of  expertise)  should  facilitate  the  growth  of  such  com- 
panies in  the  future,  and  they  are  certainly  going  to  play  a  role 
in  decisions  regarding  optimum  organization  of  respiratory 
care  across  institutions  in  North  America. 
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Discussion 

Cornish:  As  systems  move  into  capi- 
tation, one  of  the  things  that  we  must  get 
involved  with  is  helping  systems  under- 
stand the  true  nature  of  cost  at  alternate- 
site  settings,  with  respect  to  the  health 
care  system  as  a  whole.  As  capitation 
increases  in  health  care  systems,  cost- 
effective  alteniate-site  settings  and  cap- 
itation basis  will  encourage  systems  to 
c;uc  for  patients  in  alternate-site  settings. 
1  think  this  may  be  the  opposite  of  what 
you  were  saying  earlier. 

Alimad:  No.  What  1  said  was  that  1  have 
not  .seen  data  in  a  global  sense  that  the 
use  of  alternate  sites  has  reduced  total 
cost.  If  we  look  at  the  data,  we  have  to 
be  very  careful  to  ascertain  what  the 
driv  ing  force  was.  Was  the  dii\'ing  force 
in  the  escalation  of  discharge  disposi- 
tion to  alternate  sites  becau.se  you  opened 
up  an  alternate  provider  option  with  new 
revenue  potential?  So.  I'm  not  saying 
anything  different.  Where  would  the  care 
be  cheaper — in  a  supercharged  ICU  at 
Cleveland  Clinic  Foundation  or  in  a  .SNF 
unit  down  the  street'.'  1  think  we  need  to 
look  at  that.  We're  saying  the  same 
thing.  1  just  have  not  seen  the  data. 

Cornish:  1  agree  that  the  providers' 
wishes  for  alternate  revenue  streams 
plus  Wall  Street's  push  to  grow  posta- 
cute  care  settings  has  been  a  primary 
impetus  for  the  growth  of  alternative 
settings.  But  v\iihin  systems  that  are 
fully  vertically  integrated,  there  are 
tremendous  cost-cutting  enhancement 
opportunities. 

Ahmad:  1  have  no  disagreement  with 
ihat. 


Dunne:  Dr  Ahmad,  would  you  please 
elaborate  on  your  definition  and  concept 
of  an  obsenation  unit.  Specifically,  how 
many  hours  out  of  a  24-hour  period 
would  you  envision  a  patient  or  an  indi- 
vidual being  kept  in  an  obser\ation  unit, 
and  what  type  of  staffing  and  monitoring 
would  be  entailed  for  the  observation  of 
say.  an  asthmatic  who  is  marginal  in 
terms  of  his  or  her  ability  to  return  home 
and  self-manage  the  di.sease'.' 

Ahmad:  This  needs  to  be  looked  at  by 
specific  disease,  hi  other  words,  are  there 
certain  disorders  where  if  the  patient 
hasn't  turned  ;u'ound  you  ;ue  simply  pro- 
longing the  time  to  hospital  admission'? 
In  our  institution,  we  keep  patients  as 
long  as  24  hours.  The  observation  unit 
is  geographically  contained  in  one  area, 
so  we  can  staff  it  conservatively.  An 
observation  unit  can  typically  be  staffed 
by  one  respiratory  care  practitioner.  Of 
course,  there  is  additional  backup  sup- 
port available  if  needed.  In  our  insti- 
tution, we  have  physicians,  nurses,  and 
house  staff  available  in  the  unit.  Now, 
the  niles  may  be  different  for  suspected 
myocardial  infarction  and  some  other 
diseases,  but  at  the  Cleveland  Clinic 
Foundation,  we  may  keep  patients  as 
long  as  24  hours. 

Durhin:  Along  the  same  lines,  1  was 
impressed  with  your  low  cost  per  patient 
in  an  ohsen'ation  unit.  In  my  experience, 
the  cost  of  maintaining  a  separate  unit 
for  observation  is  very  high.  Usually,  in 
fact,  the  number  of  caregivers  per  patient 
IS  high. 

.Ahmad:  1  should  clarify  that  point,  and 
1  am  glad  you  raised  it.  Our  obserxalion 
unit  is  a  pail  of  and  geographically  con- 


nected to  Emergency  Medicine,  so  we 
are  able  to  share  personnel  and  other 
resources. 

Durbin:  ^'ou  don't  expand  the  staff,  and 
il's  added  on  to  the  existing... 

Ahmad:  No,  we  share  the  personnel  and 
costs.  Therefore,  the  increment  of  cost 
is  less,  and  that's  what  we're  really  talk- 
ing about  here.  1  see  Lucy  Kester  in  the 
audience.  Lucy,  would  you  comment  on 
our  respiratoi-y  care  staffing  in  the  Emer- 
gency Medicine  Department? 

Kester:  Actually,  the  staffing  in  the 
Emergency  Department  is  under  the 
Emergency  Depiutmcnt.  so  it's  not  part 
of  our  Respiratory  Therapy  Section. 

Ahmad:  Right.  1  realize  that.  But  we 
ha\e  the  same  personnel  manning  both 
the  Emergency  Medicine  and  the  obser- 
vation unit,  which  speaks  to  my  point 
of  incremental  cost  being  less. 

Kester:  Yes.  Rebecca  Meredith,  who 
is  the  supervisor  for  respiratory  care  in 
that  area  reports  that  69%  of  the  pul- 
monary patients  are  discharged  home 
from  that  unit. 

Mathews:  The  same  applies  in  the 
Kansas  City  area,  except  most  of  the 
holding  units  try  to  keep  the  patients  in 
for  less  than  24  hours — 22-23  hours  is 
about  the  average.  The  reason  that  they 
do  this  is  that  they  are  then  reimbursed 
at  an  outpatient  rate,  and  don't  incur  the 
inpatient  charges  luid  all  those  things  tliat 
occur  in  that  first  24  hours,  which  we 
all  know  is  the  highest  cost  during  inpa- 
tient admissions.  It  seems  to  work  out 
pretty  well.  The  2  or  ?<  hospitals  that  we 
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work  with  in  the  Kansas  City  area  all 
have  them,  all  contiguous  with  the  ER. 
They  may  have,  depending  on  how- 
many  people  are  in  these  holding  units, 
an  RN  assigned  to  them,  but  that's  the 
only  person  who  is  assigned.  They  use 
the  ER  physicians  for  any  medical  input 
that  they  need. 

Lawrence:  At  the  .^sthma  and  Pul- 
monary Rehabilitation  Center  at  Bay- 
lor, we  have  what's  called  an  acute  in- 
tervention unit.  Any  patient  who  comes 
into  the  Emergency  Department  who 
has  a  pulmonary  diagnosis  is  sent  up  to 
us,  and  we  obsen  e  them  and  give  them 
a  little  bit  more  hands-on  care.  That 
allows  our  Emergency  Department  to 
see  'train  wrecks.'  for  lack  of  a  better 
expression,  and  puts  the  asthmatic  or  the 
COPD  patient  in  our  hands  for  a  while. 
Our  general  observation  time  rarely 
exceeds  4  or  5  hours,  and  is  also  a  great 
capture  point  for  those  patients  who  use 
the  ED  in  a  revolving  door  manner  for 
their  asthma  care.  So,  we've  been  able 
to  capture  them.  It's  kind  of  like  a  "Pay 
me  now  or  pa_\'  me  later."  Tliis  approach 
may  cost  more  up  front,  but  in  the  long- 
term,  we  think  it's  cost-effective. 

Ahmad:  Good  poinl.  1  agree. 

Walton:  I  was  intrigued  by  your  com- 
ments about  physician  practice-man- 
agement companies.  From  what  I've 
read,  these  invohe  physicians  who 
believe  they  can  reduce  cost  for  patient 
care  by  focusing  on  their  specialties,  like 
the  oncology  example  that  you  gave.  I 
think  there  are  also  examples  from 
optometry/opthamology  and  cardiology. 
On  the  other  side  of  the  coin,  these  pub- 
licly traded  companies  get  a  lot  of  cap- 
ital from  Wall  Street  and  have  to  live  up 
to  those  pressures.  What  do  you  think 
of  the  concept  of  physician  practice- 
management  groups  that  are  focused  on 
pulmonary  medicine? 

Ahmad:  I  don't  see  it  as  being  as  easy 
to  call  in  pulmonary  as  I  see  in  oncol- 
ogy and  cai'diology.  There  are  physician 
practice-management  companies  for  pri- 


mary care  pro\  iders.  so  it  is  possible  in 
any  setting.  What  the  smart  companies 
are  now  doing,  even  though  there  are 
pressures  from  the  publicly  traded  com- 
piinies.  is  delegating  expectations  to  one 
person  among  the  group.  This  individ- 
ual translates  the  expectations  to  the 
larger  group  and  that  seems  to  work  for 
this  dichotomy  of  fiscal  versus  patient 
needs  and  so  fonh.  It  could  happen  with 
any  group.  Pulmonary  physicians  who 
practice  intensive  care  medicine  would 
certainly  thrive  under  that  systein.  I  think 
you're  going  to  see  that  happen  in  some 
form,  maybe  not  called  that.  but.  in  real- 
ity, "house  physician  groups."  Within 
this  new  industry,  there  are  companies 
providing  house  physicians  to  hospitals, 
so  the  other  physicians  can  spend  all 
their  time  in  the  outpatient  setting.  Now. 
what  kind  of  patients  are  in  the  hospi- 
tal? They  are  acute-care  patients.  I  used 
to  say  that  hospitals  were  going  to 
become  all  ICU  beds  because  all  other 
patients  would  be  treated  at  alternate 
sites  or  observation  units.  So.  I  would 
suspect  the  critical  care  portion  of  the 
practice  could  certainly  be  managed  that 
way.  I  don't  know  of  any  such  group. 
Alan,  a  comment  on  that?  I  guess  the 
question  is,  if  I  may  rephrase  it  "Are  cer- 
tain types  of  specialties  easier  to  man- 
age through  that  concept  than  others?" 

London:  I'm  a  family  physician  by 
training,  and  I  am  not  a  big  fan  of  carv- 
ing up  every  clinical  diagnosis  for 
entrepreneurial  reasons.  In  South 
Florida,  at  our  Cleveland  Clinic  there, 
there  are  36  different  subspecialty'  cai"v'e- 
out  networks.  We've  met  v\'ith  Blue 
Cross  of  Florida.  They  have  individual 
primary  care  doctors  capitated  in  the 
marketplace,  and  then  they  have,  for 
gastrointestinal  (GI)  problems,  a  com- 
pany called  Gut  Inc — an  amazing  name 
for  a  company.  They  carve  out  $  1 .50 
for  cardiology.  Ibi  for  Gut  Inc  and  so 
on.  The  problem  is  for  the  primai^  cai"e 
physician,  who  is  capitated.  Now  as 
soon  as  somebody  wheezes  the  wrong 
way,  he  goes  to  "Resp  Inc."  and  as  soon 
as  1  hear  a  gurgle,  they're  going  to  "Gut 
Inc."  and  with  any  sign  of  chest  pain. 


they're  going  to  "Heart  Inc."  It's  dis- 
coordinated  care,  uncoordinated  care. 
So.  I  don't  like  that  concept.  I'm  a  much 
bigger  proponent  of  organizing  all  those 
"Incs."  Here's  where  doing  the  proper 
thing  clinically  bumps  into  a  Wall  Street 
entrepreneurial  proposition — How  do 
you  make  money  in  medicine?  But  as 
Southern  California  has  done,  if  you  can 
organize  the  primary  care  doctors  into 
a  big  medical  group  that  then  employs 
or  contracts  with  all  of  the  specialties 
and  goes  after  all  of  the  health  care  dol- 
lars and  coordinates  the  s>  stem  of  reim- 
bursing and  referring  within  one  med- 
ical group,  that,  to  me,  is  the  best  way 
to  manage  the  care.  I'm  not  a  big  fan 
of  the  specialty  carve-out  companies, 
although,  obviously,  they  have  a  good 
story  on  Wall  Street.  Now  let's  argue 
the  other  way.  All  of  the  opthamologists 
in  Texas  join  together  and  de\elop  clin- 
ical guidelines  and  electronically  link 
their  offices,  so  that  a  patient  who's  seen 
in  El  Paso  who  has  a  primary  opthamol- 
ogist  in  Dallas  doesn't  have  to  have  his 
eye  exam  repeated  and  doesn't  have  to 
have  a  different  expensive  test  done — 
to  the  degree  that  you  minimize  the 
repetitive  nature  of  the  testing  and  the 
care,  that's  great.  But.  I  don't  like  carv- 
ing up  medicine  and  competing  for  dol- 
lars by  specialty. 

Dunne:  A  question  on  telemedicine. 
Several  recent  studies  predict  an  explo- 
sion in  that  application  o\er  the  next  sev- 
eral years,  if  not  the  next  several  months, 
because  of  advances  in  technology. 
From  the  physician  perspective,  what 
will  be  the  trade-offs  accompanying 
telemedicine?  I  understand  that  in  rural 
areas,  telemedicine  sometimes  might  be 
the  only  alternatix e.  but  what  about  in 
large,  metropolitan  urban  areas? 

Ahmad:  I  have  no  personal  experience. 
Our  own  attempts  at  telemedicine  are 
in  their  infancx'.  We  ha\e  a  committee 
looking  at  that.  We  ha\e  identified  some 
fxasition  leadership  luid  our  initial  impact 
is  going  to  address  cooperative  efforts 
with  our  international  market.  About  2- 
3*^  of  all  patients  seen  at  Cleveland 
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Clinic  Foundation  are  from  foreign 
countiies,  the  Middle  East,  South  Amer- 
ica, Eastern  Europe,  and  so  forth.  We 
have  our  friends  in  these  countries  with 
whom  we  may  explore  telemedicine. 
Beyond  that  I  really  can't  say  anything 
more,  hut  I  think  it's  going  to  explode. 
I  lliink  the  technology  is  going  to  evolve, 
and  I  just  envision  this  large  control 
room  w  ith  physicians  taking  care  of  a 
lot  of  these  chronically  ill  patients  with- 
out clinic  visits.  The  Cleveland  Clinic 
Foundation  is  not  the  only  one  explor- 
ing this.  Most  major  institutions  are  look- 
ing at  telemedicine  and  its  impact  on 
competition  for  foreign  patients. 

Durbin:  1  would  like  to  pin  you  down 
on  your  data  regarding  the  use  of  ther- 
apists in  your  institution.  It  looked  to  me 
as  if  you  were  expanding  your  ICU  beds, 
but  your  costs  per  patient  stayed  con- 
stant, implying  that  you  maintained  the 
same  patient-to-therapist  ratio  in  your 
ICUs.  You  decreased  the  amount  of  care 
given  on  the  floors  by  use  of  respiratory 
care  protocols,  screening,  and  other  effi- 
ciency moves,  and  you  emphasized  that 
preventive  care  was  one  of  the  w  ays  that 
managed  care  can  be  managed.  Did  you, 
in  fact,  take  the  additional  resources  from 
respiratory  care  and  apply  them  to  pre- 
ventive care,  such  as  asthma  education, 
smoking  cessation,  and  so  forth?  Did 
you  create  new  positions  for  those  activ- 
ities or  did  you  use  the  same  practitioners 
that  you  had  and  expand  their  role  to  fill 
those  new  roles? 

Ahmad:  I'm  going  to  give  an  answer, 
and  then  I'll  ha\e  Jamie  (.Stoller)  add  to 
that.  We  do  not  add  any  resources  for 
prevention. 

,1  Stoller:  Part  i>f  this  reflects  the  fact 
that  we  ha\e  had  in  place  outpatient 
asthma  education  as  a  substrate  upon 
which  all  this  was  added.  So.  in  fact, 
theie  was  no  need  to  expand  these  out- 
patieni  services.  Kay  Stelmach  is  a  nurse 
aiul  therapist  in  our  department,  and 
Mar\  Ka\  Bossard,  to  whom  Terry 
alluded  in  that  anecdote  about  pediatric 
care,  has  been  empUned  on  the  oin- 


patient  side  for  a  long  time.  She  sits 
down  with  patients'  families  and  re- 
views metered  dose  inhaler  techniques 
and  so  on.  In  Respiratory  Therapy, 
we've  recently  'gussied'  that  up  v.ith 
some  educational  materials  that  very 
nicely  delineate  use  of  MDIs,  with  spac- 
ers, and  so  forth.  So,  we've  had  a  sub- 
strate of  activity  already  and  that  has 
pre-empted  the  need  to  expand  an  out- 
patient focus  for  pre\'entive  activities. 
I  think  Muz's  (Ahmad)  data  are  very 
instructive.  We've  looked  at  this,  but 
not  quite  as  c;uefully  as  you've  seen  pre- 
sented. One  of  the  interesting  aspects 
of  the  Respirator)'  Therapy  Consult  Ser- 
vice is  that  it  is  not  truly  demand-con- 
trol in  the  way  that  you  would  imagine, 
because  not  every  patient  admitted  to 
the  hospital  is  seen  by  the  Consult  Ser- 
vice to  ascertain  who  does  and  who  does 
not  need  respiratoiy  therapy.  It  has  still 
been  driven  on  a  physician-directed 
basis.  In  other  words,  the  Consult  Ser- 
vice sees  patients  whom  the  physician 
feels  needs  respiratory  care.  In  that  con- 
text, there's  little  question  that  it  has 
decreased  services  and  cost.  You've 
seen  some  specific  examples  like  the 
oxygen  protocol,  where  we've  clearly 
decreased  the  number  of  oximetry  mea- 
surements, the  total  duration  of  oxygen 
therapy,  and  the  concomitant  costs.  The 
logical  extension  of  these  data  would 
be  to  say  that  to  implement  this  more 
widely  and  truly  make  demand  man- 
agement, we  would  have  some  kind  of 
respiratory  therapy  questionnaire  for 
everyone  admitted  to  the  hospital  w  ho 
might  need  respiratoiA'  care.  In  this  was . 
we  could  identify  underutili/ation. 
which  we'\e  measured  (Lucy  Kester 
measured  it  as  being  Wvc),  but  also 
eliminate  overutilization  at  the  front 
door.  Right  now  we  ha\  e  a  kind  of  par- 
tial-demand management.  We'\e  made 
that  hap[')en  b\  letting  people  \\  hose  pro- 
fessional commitment  is  to  the  efficacy 
of  respirator)'  care,  namely  respiratory 
care  practitioners,  manage  the  care  in 
an  algorithm-dri\cn  \\a\'.  But  there's 
an  expansion  capabiliiv.  For  example, 
pediatric  care  has  been  a  major  growth 
area  in  our  institution,  w  ith  the  devel- 


opment of  a  pediatric  hospital.  Proto- 
cols under  the  supervision  of  Kathy 
Fedor  (one  of  our  other  therapists)  are 
being  exported  to  the  pediatric  inpatient 
side  as  part  of  this  demand-management 
strategy.  So,  that's  how  we've  reacted. 
We  have  not  added  FTEs,  but  primar- 
ily because  we  have  in  place  the  services 
to  deal  w  ith  the  shifting  to  the  outpa- 
tient mode. 

Ahmad:  I'd  like  to  clarify  two  points. 
One  comment  needs  to  be  made  about 
our  patient  population.  Our  patient  pop- 
ulation is  not  generally  interested  in  lon- 
gitudinal ciire.  iind,  therefore,  long-temi 
preventive  medicine  is  absent.  Many 
patients  come  to  see  us  for  a  one-time 
recommendation.  All  these  one-time 
patients  have  their  primary  care  physi- 
cians elsewhere.  So,  a  typical  Cleveland 
Clinic  Foundation  patient,  unless  he  or 
she  were  hospitalized  or  were  too  sick 
or  had  been  transferred,  would  be  some- 
body who  has  asthma,  is  either  on  opti- 
mum or  suboptimum  treatment,  and 
comes  to  see  one  of  us.  We  sit  down,  go 
over  the  medication,  emphasize  what 
needs  to  be  done,  maybe  pro\  ide  some 
instructions  in  use  of  metered  dose 
inhaler  and  spacer  devices,  and  then  we 
may  see  them  in  6  months  or  never 
again.  So,  we  don't  ha\e  the  captured 
population  for  cohesi\e  presention 
aspects.  We  hope  to  change  thai  as  our 
own  asthma  center  activity  develops. 
The  second  thing  (I  mentioned  it  at  the 
beginning  of  my  talk  I  is  that  1  don't  w;mt 
to  give  anybody  the  impression  that  all 
these  things  that  have  happened  were 
because  we  were  going  into  managed 
care  and  we  talked  about  Steps  A,  B,  and 
C.  I  can  tell  you  this  that  when  Jamie 
first  started  w  ith  the  therapist-tlriveii  pro- 
tocols, he  mas  not  ha\e  articulated  it, 
but  his  biggest  desire  was  to  increase  the 
professionalism  of  respirator)-  care  prac- 
titioners because  we  realized  early  on, 
instinctively,  that  they  knew  more  about 
respiratory  care  than  most  physicians, 
including  some  pulmonologists.  That 
was  the  initial  focus.  As  a  matter  of  fact, 
when  he  made  the  proposal  and  dis- 
cussed it  w  ith  me  befoiie  he  formally  pre- 
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sented  it  to  our  institutional  bodies,  I  said 
"Jamie,  how  many  FTEs  can  we  save?" 
That  was  my  immediate  response.  And 
he  said,  "That's  not  why  I'm  doing  it, 
and  don't  expect  anything  like  that."  But, 
it's  just  that  as  1  put  this  talk  together, 
I  saw  what  had  happened  and  some  of 
this  strategy  had  evolved.  I  don't  know 
if  it's  the  right  strategy.  Certainly,  we 
do  not  want  to  take  any  credit  for 
prospective  fiscal  response  to  managed 
care.  It  just  happened  by  accident. 

Giordano:  I  was  impressed  w  ith  your 
numbers  regarding  the  percentage  of 
inappropriate  initial  orders  for  respira- 
tory care.  I  think  we  all  know  that  they 
are  out  there.  With  the  emphasis  on 
higher  utilization  of  alternate  care  set- 
tings, it  would  seem  that  the  further  we 
get  away  from  centers  of  excellence, 
such  as  the  Cle%eland  Clinic,  that  the 
incidence  of  inappropriate  orders  might 
increase,  and  therefore,  reinforce  the 
value  of  the  use  of  qualified  respiratory 
care  practitioners.  Could  you  comment 
on  that? 

Ahmad:  I  can't  argue  with  that. 


Giordano:  We've  attempted  to  study 
the  number  of  inappropriate  orders.  TTie 
problem  is  there  is  some  resistance  to 
actually  measuring  inappropriate  orders: 
you  are  to  be  congratulated  for  facing 
that  issue  head  on.  Certainly,  one  of  the 
ways  that  respiratory  care  gets  misused 
and  one  of  the  reasons  for  our  being 
replaced,  is  the  assumption  that  all 
orders  are  initially  appropriate,  thus 
avoiding  the  need  to  have  higher-trained 
individuals  see  that  patient  first.  How 
do  we  document  this  issue  before  the 
decision-makers? 

Ahmad:  I  think  you  have  made  a  good 
point,  but  I  still  think  it  can  be  done, 
and  then  the  actual  delivery — time-con- 
suming delivery  of  some  of  these  ther- 
apies— can  be  done  in  appropriate  clin- 
ical settings  by  sometimes  lesser-trained 
people,  such  as  LPNs  and  patient-care 
technicians.  Your  argument,  your  com- 
ment is  no  different.  When  I  was  first 
told  that  nurse  practitioners  do  endo- 
scopies as  well  as  those  done  by  gas- 
troenterologists,  my  response  was 
exactly  the  same.  How  can  a  nurse 
practitioner  do  the  same  endoscopy? 


Then  data  came  out  that  under  well- 
controlled  settings,  primary  care  by 
nurse  practitioners  has  no  higher  mor- 
bidity or  worse  outcomes  than  care  by 
general  practitioners.  There  are  data  to 
that  effect.  But,  when  you  look  at  those 
studies,  they  were  specialized  groups, 
they  had  a  well-study  protocol,  and  they 
almost  preselected  less  sick  patients 
because  of  those  protocols.  I  think  in 
those  situations,  you  can  apply  proto- 
col-driven nonrespiratory  care  practi- 
tioners, so  that  there  is  containment  of 
resources  and  utilization  of  those 
resources  elsewhere.  So,  I  don't  know 
if  I  answered  your  question.  I  think 
even  with  an  initial  assessment,  you  still 
lower  the  cost  in  some  patient  popu- 
lations (I  don't  mean  ICUs  or  step- 
downs)  by  training  with  protocols.  This 
is  exactly  the  same  thing  that  is  hap- 
pening with  nurse  practitioners  in  pri- 
mary care,  with  procedures,  surgical 
assistantships,  and  delivering  babies. 
Our  health  plan  has  a  nurse  practitioner- 
based  maternity  service,  and  it  has 
worked  very  well.  I  think  it  will  hap- 
pen. Market  forces  will  dictate  it.  In 
fact,  it  may  not  be  all  bad. 
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Introduction 

Health  care  costs  have  received  considerable  attention 
in  the  medical  and  public  press  for  several  years.'  ^  Yet  arti- 
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cles  in  this  literature  use  the  term  costs  and  its  companion 
charges  so  indiscriminately  that  one  is  led  to  believe  that  these 
terms  are  uni\ersally  understood  or  even  interchangeable. 
Comprehending  these  costs  in  the  U.S.  economy  and  ulti- 
mately understanding  the  expenses  related  to  respiratory  care 
start  with  the  financial  transactions  c\oked  by  these  com- 
plex terms. 

Charges 

A  common  definition  of  cost  is  the  amount  a  customer  actu- 
ally pays  for  a  product  or  service.  There  are  few  limitations 
on  v\  hat  a  pro\  ider  of  health  care  services  can  charge  cus- 
tomers (outside  of  states  that  still  ha\e  rate  re\iev\'  com- 
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missions').  Health  care  also  does  not  appear  to  behave  like 
other  consumer  goods  and  services.  For  example,  an  over- 
supply  relati\ e  to  demand  for  a  senice  tends  to  lower  its  price. 
But,  even  with  hospitals  running  the  lowest  occupancy  in  3 
decades  (65%  average  in  1994).  costs  for  hospital  care  are 
still  increasing." 

To  illustrate  the  complexity  of  health  care  costs  and  charges, 
consider  an  outpatient  department  that  is  scheduled  to  pro- 
vide a  certain  diagnostic  pulmonan,  function  test  to  4  patients 
this  morning.  The  department  has  established  a  charge  of  $80 
for  this  test  (also  refen'ed  to  as  the  gross  re\enue.  or  GR,  from 
the  test). 

Gross  Revenue 

The  first  patient  does  not  have  health  insurance  that  will 
pay  for  the  test.  Before  the  service  is  performed,  the  recep- 
tionist collects  $80  cash.  In  this  transaction,  the  cost  to  the 
patient  is  equal  to  the  $80  charge  for  the  service.  From  the 
department's  perspective,  the  $80  received  is  recorded  as  net 
revenue  (NR)  to  the  department  and  is  equal  to  the  GR. 

Contractual  .Adjustment  &  Net  Revenue 

The  next  patient  is  enrolled  in  a  Prefened  Provider  Organi- 
zation (PPO)  that  has  a  contract  with  the  outpatient  depart- 
ment. The  contract  requires  the  department  to  bill  the  PPO 
directly  and  to  discount  its  usual  charges  by  107f .  After  this 
service  is  provided,  the  outpatient  department  prepares  an 
invoice  to  the  PPO  noting  the  $80  charge  less  the  $8  discount 
resulting  in  an  expected  payment  (NR)  of  $72  for  the  test.  The 
second  patient's  out-of-pocket  cost  for  the  test  is  zero  but  the 
PPO's  cost  is  $72.  The  $8  discount  is  termed  a  contractual 
adjustment  (CA).  Thus  net  revenue  is  the  difference  between 
the  gross  revenue  and  contractual  adjustment:' 


NR  =  GR-CA 

(in  this  example:  S72  =  $80  - 


$8). 


The  third  patient  is  funded  by  Medicare,  which  has  set  its 
reimbursement  to  the  outpatient  department  tlirough  its  provider 
contract  at  a  rate  of  $60  but  expects  this  patient  to  pay  20% 
of  this  out  of  her  pocket  (co-payment).  The  out-of-pocket  cost 
to  the  Medicare  patient  is  thus  $  1 2  for  this  co-payment,  and 
the  cost  paid  by  Medicare  is  $48  (the  difference  between  its 
allowable  charge  and  the  co-payment  by  the  patient).  Medi- 
care requires  that  the  provider  forward  specific  information 
about  the  patient  (ie.  the  Medicare  beneficiary),  the  patient's 
diagnosis  (properly  coded  using  the  International  Classification 
of  Diseases,  9th  revision.  Clinical  Modification  or  1CD-9-CM ). 
the  volume,  location  and  identification  of  the  services  per- 
formed (typically  coded  by  Cun'ent  Procedure  Tenninology — 
Version  4,  or  CPT-4)  on  its  universal  billing  fonn  for  outpatient 
procedures  (HCFA  1500  or  its  electronic  counterpart).  The 


outpatient  department  records  this  transaction  as  NR  =  $60 
because  the  GR  of  $80  is  decreased  by  the  $20  Medicare  con- 
tractual allowance. 

The  final  patient  of  the  morning  is  funded  b\'  Medicaid  and 
the  state  has  set  its  reimbursement  at  $45  for  all  such  pulmonaiy 
function  tests  rendered  by  any  of  its  contract  providers.  The 
Medicaid  patient  pays  nothing  out-of-pocket  for  the  test  and 
the  outpatient  department  expects  a  NR  of  $45  (CA  in  this 
case  being  $35). 

Provider  Recognition  of  Revenue 

All  of  the  financial  transactions  for  the  morning  from  the 
outpatient  department's  perspective  can  be  summarized: 

Total  Gross  Revenue  =  S80/test  charge  x  4  tests  =  S320 

Total  Contractual  Allowances  = 

$8(PPO)  +  $12(  Medicare)  +  $35(  Medicaid)  =  SS."!. 

Total  Net  Revenue  =  GR  -  CA  =  5320  -  55  =  $265. 


The  outpatient  department  expects  to  eventually  collect 
$265  for  the  4  pulmonary  function  tests,  an  amount  that  is 
substantially  less  than  the  $320  total  charge.  The  mix  of  pay- 
ers for  these  services  has  an  obvious  impact  on  the  net  rev- 
enue collected. 

Payer  Costs 

If  we  were  able  to  obtain  copies  of  the  receipts  noting  the 
out-of-pocket  amounts  actually  paid  by  our  patients  and  the 
checks  actually  paid  by  their  insurance  cairiers,  the  total  costs 
from  the  payers'  perspective  would  also  be  equal  to  $265  and 
is  categorized  by  payer  as  follows: 


Private  pay 

= 

S80 

(No  insurance  coverage) 

Private  co-pay 

= 

S12 

(Medicare) 

PPO 

= 

S70 

Medicare 

= 

$48 

Medicaid 

= 

$45 

Total 

= 

$265 

Sources  of  Payer  Cost  Data 

Note  that  two  of  our  payers  base  their  payments  on  what 
the  department  charges  (the  patient  paying  directly  with  no 
health  insurance  coverage  and  the  patient  with  the  PPO  pol- 
icy). The  other  2  payers  (Medicare  and  Medicaid)  have  explicit 
fees  that  they  recognize  as  their  costs  and  ignore  what  the 
provider  charges.  If  we  were  interested  in  identifying  what 
all  Americans  paid  for  this  specific  pulmonary  function  test 
over  the  course  of  a  year,  we  would  need  access  to  data  from 
all  private  pay  patients,  all  private  insurance  cairiers  (indem- 
nity insurers:  health  maintenance  organizations,  or  HMOs: 
PPOs:  and  third-party  administrators,  orTPAs).  Medicare, 
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Medicaid,  and  any  other  paily  that  pays  for  part  or  all  of  these 
services.  Extensive  data  are  available  for  Medicare  and  Med- 
icaid payments  frt)ni  both  the  federal  government  and  from 
private  organizations  committed  to  tracking  these  programs/ 
However,  determining  the  costs  from  the  out-of-pocket  pay- 
ers, private  insurers,  and  other  parties  is  problematic  because 
this  information  is  often  considered  proprietary,  and  there  are 
no  requirements  that  this  information  be  shared  with  the  gen- 
eral public  at  this  level  of  detaif  Data  regarding  these  types 
of  payers  are  disclosed  voluntarily  or  determined  by  samples 
of  patients  with  nongovernment  health  insurance. 

Economic  Costs 

To  round  out  our  discussion  of  health  care  expenditures 
from  a  consumer's  perspecti\e.  there  are  estimates  of  the  loss 
to  the  economy  for  both  the  amounts  directly  paid  for  the  ser- 
vice plus  the  time  patients  take  off  from  work  or  school  related 
to  the  test  and  the  illness  prompting  it.  These  economic  costs 
typically  are  computed  based  on  survey  data  collected  dur- 
ing census  tabulations  or  other  sampling  frames. 

Now  that  we  have  the  costs  identified  in  the  eyes  of  the 
payers  and  have  contrasted  them  to  w  hat  the  pro\  ider  charges, 
w  hat  did  it  cost  the  provider  to  perform  these  4  tests? 

Provider  Costs 

From  the  provider's  stand  point,  its  operating  expenses  are 
classified  as  either  direct  or  indirect  and  as  fixed  or  variable.'" 

Direct  Costs:  Variable  &  Fixed 

Direct  costs  are  those  that  are  readily  identified  with  the 
product  or  service  rendered.  In  the  pulmonary  test  example, 
direct  costs  include  the  respiratoi-y  care  professional's  (RCP's) 
salary  paid  while  performing  these  4  tests,  the  expendable  su|v 
plies  used  by  each  patient  (such  as  mouthpieces  or  test  paper), 
and  the  ciisl  of  the  testing  equipment — expenses  that  are  clearly 
part  of  this  test. 

Variable  costs  (sometimes  referred  to  as  marginal  costs) 
axe  expenses  that  are  dependent  on  the  v olunie  of  senices  per- 
formed. Because  we  need  more  RCP  time  to  do  more  tests. 
RCP  salaries  are  both  variable  and  direct.  Expendable  sup- 
plies used  to  perform  the  pulmonary  function  test  would  also 
he  direct  variable  cost  (DVC).  In  this  example,  the  salaries 
(inckuling  benefits)  paid  for  the  half  hour  the  test  requires  could 
amount  to  $  1 2  in  direct  \  ariable  costs,  and  the  supplies  miother 
$4(DVC-$14/test). 

It  is  convenient  to  think  of  variable  costs  as  a  linear  func- 
tion with  volume  and  cost/unit  as  the  dependent  \  ariables. 
Although  this  ma\  be  true  of  supply  costs,  labor  costs,  for 
example,  may  behave  more  like  steps.  The  labor  cost  in  our 
example  outpatient  department  may  not  actually  change  until 
the  point  is  reached  when  fewer  RCP  hours  are  required.  This 


semivariahle  type  of  function  is  similar  to  a  view  of  the  pyra- 
mids: from  a  distance  the  sides  look  like  straight  lines,  but 
a  closer  view  reveals  that  they  are  actually  step  functions. 

Eixed  costs  remain  static  regardless  of  the  volume  of  ser- 
vice. Suppose  the  department  leases  the  pulmonary  function 
instrument  for  a  set  price  each  month.  Because  the  lease  cost 
is  independent  of  the  volume  of  tests  done  (ie.  the  leasing  com- 
pany does  not  \  ary  its  lease  cost  based  on  volume  of  tests  per- 
formed that  month),  it  is  a  direct  fixed  cost  (DFC). 

There  is  a  problem  with  identifying  fixed  costs  down  to 
the  level  of  a  specific  procedure.  Two  outpatient  departments 
leasing  the  same  pulmonary  function  instrument  for  the  same 
lease  cost  per  month  could  easily  have  different  direct  fixed 
costs  per  test.  If  Department  A  rinis  5()(J  tests  each  month  on 
an  instrument  that  leases  for  $  1 ,000/month.  its  DFC  related 
to  the  instrument  lease  is  S2/test.  If  Department  B  runs  250 
tests  each  month,  its  DFC  is  S4/test.  One  could  argue  that 
Department  A  is  twice  as  efficient  as  B  in  this  type  of  DFC 
or  that  for  Department  B  to  equal  the  same  efficiency  it  would 
need  to  double  the  number  of  tests  performed.  In  our  exam- 
ple department,  the  DFC  is  $3/test  (average  test  volume  is 
333/month  di\  ided  into  the  SI  .000  fixed  lease  expense). 

Indirect  Costs:  \  ariable  &  Fixed 

Indirect  costs  need  to  be  allocated  down  to  the  level  of  a 
specific  serv  ice  based  on  a  fomiula  established  by  the  provider 
or  in  some  circumstances  the  payer.  For  example,  allocation 
formulas  are  used  tii  identify  how  much  of  the  facility's  over- 
all mortgage  or  rental  payments  should  be  allocated  to  the  out- 
patient department,  and  then  further  allocated  to  the  room  in 
w  hich  the  pulmonary  function  tests  are  provided,  and  then  to 
the  specific  pulmonary  function  tests.  Allocations  are  sim- 
ilarlv  required  for  utilities,  property  insurance,  general  and 
administrativ  e  costs,  and  other  expenses  that  are  associated 
w  ith  providing  the  actual  ser\  ice  but  are  not  easily  identified. 
Although  there  are  specific  rules  from  Medicare,  for  exam- 
ple, on  how  these  allocations  are  to  be  computed  when  the 
facilitv  prepares  its  annual  Medicare  Cost  Report,  generally 
accepted  accounting  |irinciples  (GAAP)  adopted  by  most  health 
care  pro\  idci s  pixn  ide  guidelines.  Hov\e\ er.  there  is  no  gu;u- 
antee  that  the  allocations  of  indirect  costs  dovsn  to  a  specific 
respiratory  department  service  will  be  exacth  the  same  for 
different  pros  iders. 

The  amount  of  electricity  consumed  during  the  pulmonary 
function  tests  is  an  example  of  indirect  \  ariable  cost,  or  IVC. 
(the  electncal  costs  increase  with  the  volume  of  tests  [leifomied, 
but  the  actual  costs  is  allocated  froin  the  facility's  overall  elec- 
tric bill).  Indirect-cost-allocation  fonnulas  typically  use  num- 
ber of  cmiiloyees,  square  footage  of  the  department,  or  per- 
cent of  department  charge-to-total-facility  charge  as  a  means 
of  assigning  these  costs.  Indirect  variable  costs  in  this  exam- 
ple are  estimated  at  S7/test. 

Examples  of  indirect  fixed  cost  (IFC)  allocated  to  the  pul- 
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monan'  function  area  would  be  general  liability  insurance  and 
mortgages  or  other  leases  paid  by  the  facility.  Again  these  costs 
do  not  fluctuate  based  on  the  number  of  tests  done  and  suf- 
fer from  the  same  inaccuracies  as  DFC  when  computed  down 
lo  the  level  of  cost/test.  Using  cost  accounting  information 
supplied  by  the  facility's  finance  department,  however,  we 
determine  the  IFC  to  be  $15/test. 

Total  Costs 

Total  costs  (TO  are  defined  as  the  combination  of  all  direct 
expenses  (both  variable  and  fixed)  and  all  indirect  expenses 
allocated  (TC  =  DVC  +  DFC  +  IVC  +  IFC).  In  the  exam- 
ple pulmonary  function  test,  TC=  14-i-3-t-7-i-  15  =  $39. 
If  these  formulas  on  allocation  are  uniformly  applied  and 
all  the  direct  costs  are  accurately  captured,  the  total  cost  for 
every  service  provided  should  equal  the  total  costs  reported 
for  the  entire  facility. 

When  costs  are  reported  by  a  provider,  it  is  important  to 
investigate  which  coinponents  are  actually  presented.  If  one 
article  is  discussing  direct  variable  costs  for  a  specific  ser- 
vice and  another  the  total  costs  without  reporting  its  com- 
ponents, there  is  no  accurate  way  of  comparing  the  cost-ben- 
efit outcomes  of  these  2  studies. 

Cost-to-Charge  Ratios 

After  this  cursory  overview  of  cost  accounting,  what  are 
the  relationships  of  charges  for  health  caie  and  various  costs? 
If  you  have  absorbed  the  discussion  above  on  costs  and  charges. 
this  section  may  seem  superfluous.  How  could  there  be  a  con- 
sistent cost-to-charge  relationship  if  a  provider  can  establish 
whatever  charges  it  feels  appropriate  and  total  costs  can  be 
calculated  by  a  vaiiety  of  means?  Two  studies  of  cost-to-chiu-ge 
ratios  were  prepared  for  this  Conference  includmg  hospital 
and  nursing  home  data  sources. 

Hospital  Cost-to-Charge  Ratios 

Using  1993  Medicare  data  covering  all  Medicare  admis- 
sions and  costs  reports  from  23  selected  Chicago-area  hos- 
pitals (MEDPAR  data  files,  ie.  Medical  Provider  Analysis  and 
Review),  the  20  top  diagnosis  related  groups  (DRGs)  result- 
ing in  the  most  Medicare  reimbursement  were  tallied.  Out  of 
these  20  DRGs  for  each  of  the  23  hospitals,  the  top  5  in  terms 
of  overall  respiratory  costs  were  identified.  Table  I  lists  the 
results  of  the  compaiison  of  total  respiratoiy  costs  (using  Medi- 
care's formulas  for  allocation  of  indirect  costs)  and  the  charges 
of  the  sampled  hospitals.  The  average  cost-to-charge  ratio  was 
0.27-0.29  (meaning  total  respiratory  costs  were  27-29%  of 
what  the  sampled  hospitals  charged)  for  4  of  the  DRGs.  and 
the  standard  deviation  among  the  hospitals  was  0.08-0.09.  One 
DRG  (respiratory  infections),  however,  yielded  a  ratio  of  0.39 
with  a  standard  deviation  of  0.08. 


Table  1 .      Respiratory  Cost-to-Cliarge  Ratios  of  Top  DRGs  in  Select 
Chicago  Hospitals  based  on  1 W3  MEDPAR  Data  File 


DRG# 


Description 


Hospitals      ,  _    .    ,„_, 

Average  Ratio  (SD) 
(n) 


475     Respiratory  system  diagnosis,         23 
with  ventilator 
79     Respiratory  infections  and  14 

inflamniation  age  >  17 

88  Chronic  obstructive  pulmonary       2\ 
disease 

148     Major  small  &  large  bowel  17 

procedures  with  complications 

89  Simple  pneumonia  &  pleurisy         23 
age  >  17  with  complications 


0.2904  (0.0840) 
0.3899  (0.0929) 
0.2840  (0.0836) 
0.2783  (0.0825) 
0.2915  (0.0831) 


SD  =  standard  deviation;  DRG  =  diagnosis  related  groups;  MEDPAR  =  Medical 
Pro\  ider  .\naivsis  and  Review. 


Nursing  Facility  Cost-to-Charge  Ratios 

Another  analysis  conducted  for  this  conference  compares 
the  total  respiratory  cost-to-charge  ratios  for  Medicai'e  patients 
in  148  skilled  nursing  facilities  operated  by  the  same  com- 
pany for  the  first  5  months  of  1996.  The  Medicare  method- 
ology for  determining  total  costs  in  a  nursing  home  is  sim- 
ilar to  the  hospital  allocations.  Table  2  notes  the  inconsistency 
of  Medicare  cost-to-charge  ratios  even  in  a  company  that  has 
a  similar  charging  structure  for  its  respiratory  services  ( aver- 
age ratio  of  0.77  but  with  median  0.46  and  standard  devia- 
tion 1.74). 


Table  2.      Respiratory  Cost-to-Charge  Ratios  of  Nursing  Homes  Oper- 
ated by  One  Company  (Year-to-Date  5/96  Medicare  Cost 
Reports) 


Number  of  Nursing  Homes 

Respiratory  Cost  to  Charge  Ratio 
Average 
Median 
Standard  Deviation 


148 


0.76648 
0.46335 
1 .74062 


It  is  also  not  a  chance  event  that  charges  are  greater  than 
costs  in  studies  tif  these  ratios.  Medicare  reimbursement  pol- 
icy in  most  provider  settings  allows  this  insurer  to  lower  the 
reimbursement  to  the  lesser  amount  whether  that  be  provider's 
cost  or  charge.  There  is  no  financial  incentive,  therefore,  tor 
a  provider  who  accepts  Medicare  payment  to  have  a  charge 
at,  or  certainly  not  less  than,  the  allowable  Medicare  total  cost. 

Although  it  is  difficult  to  argue  an  affirmative  defense  for 
using  cost-to-charge  ratios,  there  are  some  select  circumstances 
where  they  are  valuable.  Consider  a  respiratory  care  depart- 
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ment  in  a  hospital  that  has  determined  the  cost-to-charge  ratio 
tor  a  specific  service.  It  the  cost  components  do  not  change 
throughout  the  year,  the  department  could  use  the  previously 
computed  cost-to-charge  ratio  to  accurately  calculate  its  total 
costs  using  the  total  gross  revenue  (charges)  for  this  specific 
service  throughout  the  year.  The  results  of  extending  these 
calculations  beyond  a  year  are  more  problematic,  especially 
because  increases  in  w  ages  and  inflation  on  expendable  sup- 
plies generally  occur.  Cost-to-charge  ratios  do  not  appear  to 
be  consistent  among  health  providers  in  either  the  hospital 
or  nursing  facility  sectors. 

Profit  &  Loss 

Profit  (or  loss)  is  the  equation  that  ties  together  the  net 
revenue  and  the  total  costs:  Profit  -  NR  -  TC.  In  our  out- 
patient pulmonary  function  test  example.  Profit  =  $265  - 
(4  tests  X  $39  TC/Test)  =  $109.  Profit  clearly  depends  on 
the  mix  of  payers  (ie,  the  blend  of  payers,  with  a  bias  toward 
those  paying  closest  to  the  provider's  charges)  and  the  total 
cost  of  the  operation. 

Regardless  of  whether  the  organization  pays  taxes,  gen- 
erating profit  is  a  key  to  the  sur\ival  of  every  health  care  oper- 
ation. Access  to  capital  for  replacing  physical  plant  or  adding 
new  technologies  depends  directly  on  the  financial  health  ol' 
both  the  not-for-piofit  organization  (eg,  bond  ratings' ' )  and 
the  for-profit  (eg.  equity  raised  through  public  offerings  of 
the  company's  stock'-).  .Mthough  this  does  present  its  share 
of  ethical  dilemmas  well  beyond  the  scope  of  this  paper,  the 
health  care  organization  is  faced  with  the  blunt  reality  that 
without  a  profit  the  mission  is  in  peril. 

An  excellent  example  of  how  profit  can  be  influenced  by 
modifying  provider  costs  is  the  recent  trend  to  acquire  and 
consolidate  hospitals."  Consider  a  city  with  3  hospitals,  each 
averaging  an  occupancy  of  60%  (each  has  a  200-bed  capac- 
ity but  fills  only  120  beds).  Assume  that  all  3  hospitals  are 
identical:  net  revenue/patient  day  (PPD)  is  SSOO.  variable  cost 
PPD  is  $535.  and  fixed  cost  to  run  each  hospital  is  $30,000 
each  day  of  the  year.  Before  any  consolidation,  profit  tor  the 
3  hospitals  together  would  be: 


Profit  =  Net  Revenue  -  (Variable  -i-  Fixed  Costs). 

Net  Revenue  =  (3  x  1 20  patients  x  $800  PPD)  =  $288,000/day : 

Variable  Cost  =  (3  x  120  patients  x  $535  PPD)  =  $192,600/day; 

Fixed  Cost  =  (3  x  $30,000/day)  =  $4(),()()()/day; 

Profit  =  $28,S.()()()  -  ( 192.600  -t-  90,000)  = 
$5.4()()/dav  before  consolidation. 


If  the  3  hospitals  are  acquired  and  all  360  patients  ;u-e  trans- 
lened  to  2  hospitals  ( 1  hospital  is  closed),  the  profit  after  ct)n- 
solidation  would  be: 


Profit  =  Net  Revenue  -  (Variable  -i-  Fixed  Costs); 

Net  Revenue  =  (360  patients  x  $800  PPD)  =  S288.000/day; 

Variable  Cost  =  (360  patients  x  $535  PPD)  =  $192.600/day: 

Fixed  Cost  =  (2  X  $30,000/day)  =  $60,000/day; 

Profit  =  $288,000  -  (192,600  +  60,000)  = 
$35.400/day  after  consolidation. 

This  is  obviously  an  oversimplified  version  of  the  actual  chain 
of  events  during  such  a  consolidation,  but  it  does  represent 
a  convincing  economic  argument  for  reducing  overall  fixed 
costs  by  reallocating  census  to  underused  facilities.  It  also  exem- 
plifies the  burden  of  fixed  costs  on  a  health  facility  operat- 
ing at  lower-than-designed  voluine. 

U.S.  Health  Care  Costs 

Each  year  the  Office  of  the  Actuary  of  the  Health  Care 
Financing  Administration  (HCFA)  prepares  estimates  of 
National  Health  Expenditures  (NHE)  using  the  best  infomiation 
available  to  the  federal  government  (including  all  government 
payments  and  data  from  the  National  Health  Statistics).  These 
reports  usually  lag  behind  the  close  of  a  calendar  year  by  16 
months  and  di.sclose  costs  in  terms  of  what  various  payers  spend 
for  health  services. '■*  The  National  Center  for  Health  Statis- 
tics annually  presents  key  health  trends  and  has  selected  cost 
data.''^  Private  organizations,  such  as  the  Robert  Wood  John- 
son Foundation,  also  provide  \aluable  insight  into  health  care 
costs  with  a  special  focus  on  consumer  attitudes."'  .'\  book- 
let noting  a  wealth  of  public  and  private  resources  on  health 
care  cost  data  is  also  available.'^ 

Trends  by  Major  Component 

Figure  1  displays  6  major  pro\ider  components  of  health 
care  cost  over  the  past  34  years  culminating  in  a  1994  total 
NHE  of  $949.4  billion.  Hospital  care  ($338.5  billion),  physi- 
cian services  ($  1  ,S9.4  billion),  drugs/medical  supplies  ($78.6 
billion  I.  nursing  home  care  ($72.3  billion),  and  home  health 
care  ($26.2  billion)  comprised  74-^7^  of  the  1994  NHE.  The 
scale  on  Figure  1  presents  an  exploded  view  for  the  4  years 
between  1990  and  1994  to  demonstrate  the  recent  change  in 
growth  rates. 

Growth  in  Hospital.  Nursing  Home.  &  Home  Care 

Respiratory  care  is  believed  to  be  focused  in  3  care  sites: 
hospitals,  nursing  facilities,  and  homes.  Using  the  average  per- 
cent annual  increase  in  cost  from  the  data  recorded  on  the  hor- 
izontal scale  of  Figure  1.  Figure  2  notes  how  costs  in  these 
3  provider  segments  ha\e  varied  over  the  past  34  years  along 
w  itii  the  total  NHE.  Tlie  most  important  conclusion  is  diat  NHE 
is  now  growing  at  its  slowest  rate  in  3  decades  (6.49f  annu- 
alized as  of  1994)."* 
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In  spite  of  the  t'ailtire  to  legislate  national  health  care 
reform.''^  hospital  cost  increases  ha\e  actualh  slowed  at  or 
below  the  NHE  increase  for  each  year  since  1985.  The  decrease 
in  growth  rate  of  the  aggregate  hospital  costs  is  e\  en  more 
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Fig.  1.  National  health  expenditures  in  6  major  categories  from 
1960-1994;  a  =  hospital  care.  ■  =  physician  services,  o  =  drugs 
and  other  medical  non-durables,  =  nursing  home  care,  •  = 
home  health  care,      =  other  health  care. 
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Fig,  2,  Average  annual  percent  increase  from  previous  year  shown 
In  4  major  categories  from  1960  through  1994;  •  =  hospital  care, 
■  =  nursing  home  care,  Q  =  home  health  care,  o  =  total  national 
health  expenditures. 


remarkable  because  inpatient  expenses  are  dropping  rapidly 
and  both  outpatient  prices  and  utilization  are  increasing.-"  -' 
.Also,  the  expense  recorded  under  the  hospital  label  includes 
hospital-operated  home  health  agencies  and  nursing  homes 
(two  areas  that  are  increasing  faster  than  the  overall  NHE). 

Reimbursement  policy  by  the  payers  of  health  care  has  an 
impact  on  NHE  in  these  categories.--  For  the  entire  NHE.  Medi- 
care paid  1 9,'^'c.  Medicaid  l-XVc.  and  other  go\emment  programs 
1  Wc.  Government  is  the  single  largest  entity  paying  for  health 
care  today  0  449?  of  the  NHE  as  of  1994),  Pnvate  health  insur- 
ance picked  up  33%  of  the  NHE  tab  in  1994  with  out-of-pix-ket 
payments  comprising  the  remaining  22%. 

But.  there  is  a  disproportionate  payer  mix  b>  pro\  ider  cat- 
egory. Table  3  displays  the  payer  distribution  w  ithin  the  hos- 
pital, nursing  home,  and  home  health  provider  categories.  Of 
the  total  pasments  for  hospital  care  in  1994.  the  government 
paid  59%  with  the  federal  Medicare  program  alone  representing 
30%  of  all  hospital  reimbursement.  Private  health  insurance 
comprised  34%  of  the  bill  Americans  paid  for  hospital  ser- 
vices in  1994.  The  drop  in  rate  of  growth  of  hospital  expen- 
ditures over  the  past  several  years  has  been  linked  to  changes 
in  the  reimbursement  policy  b\  Medicare  and  prixate  health 
insurance.-'  The  low  7.6%  annualized  rate  of  Medicare  hos- 
pital-rate increases  seen  from  1993  to  1994  (compared  to  the 
13.9%  annualized  rate  in  1979-84)  has  been  attributed  to  the 
advent  of  Medicare  prospective  payment  through  DRGs  in 
the  early  1980s.  The  power  of  managed  care  organizations 
in  the  pri\  ate  health  insurance  sector  contributes  to  the  low 
2.4%  annualized  expense  increase  in  hospital  costs  paid  by 
private  insurance  between  1993  and  1994.--'-' 

Both  Medicare  and  managed  care  payment  policies  con- 
trol the  growth  of  hospital  costs  through  price  and  utilization 
controls.  Community  hospital  utilization  in  the  decade  from 
1985  through  1994  has  been  affected  b\  the  drop  in  total  admis- 
sions (34.5  million  in  1985  to  32.9  million  in  1994)  and  the 
drop  in  average  length  of  stay  (from  6.5  days  in  1985  to  6.0 


Table  3,       1994  Hospital,  Nursing  Home,  and  Home  Health  Costs  hy  Payer 


Ho 

.pital 

Care 

Nursing 

Home 

Home  Health 

Payer 

Amount* 

Percent 

Amounl* 

Percent 

.Amount'            Percent 

Go\ernment 
Medicare 
Medicaid 
Other 

101,6 
49.4 
48.5 

199.6 

115.7 
9.8 
13.4 

30.0 
14.6 
14,3 
59,0 

34,2 
2,9 
4.0 

100.0 

5.9 

34.3 

1.6 

41.8 

2,2 

26,8 

1.4 

72.2 

8.2 

47,5 
2  2 

9.5                  36.3 

3.5                 13.4 

0.1                    0.4 

13.2                  50.4 

3.4  13.0 
6.1                  23.3 

3.5  13.4 

Total  Government 
Private  Health  Insurance 
Out  of  Pocket  Payments 
Other  Private  Pa\  ments 

57.9 

3.0 

37.1 

1.9 

100,0 

Total 

338.5 

26.2                100.0 

^in  billions  ot  dollars 
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days  in  1994)  resulting  in  a  1 3%  drop  in  patient  days  (to  196.1 
million  days  in  1994). 

In  the  nursing  home  sector,  government  again  is  the  pre- 
dominant payer  (58% )  but  the  Medicaid  program  is  the  top 
reimbursement  source,  representing  48%  of  all  payments.  There 
has  been  a  small  but  noticeable  shift,  however,  with  Medi- 
care picking  up  nearly  1 .4%  more  of  the  nursing  home  bill 
in  1994  than  it  did  in  1993  and  with  Medicaid  decreasing  its 
share  by  1.0%  over  the  same  span. 

Home  health  providers  receive  50.4%  of  their  payments 
from  the  federal  government,  mostly  from  Medicare.  Home 
health  costs  have  escalated  14-22%  each  year  between  1990 
and  1994. 

The  growth  rale  of  nursing  home  and  home  care  expenses 
is  partly  due  to  the  reimbursement  policy  shifts  in  hospital 
care  that  encourage  the  discharge  of  patients  after  shorter  lengths 
of  hospital  stay.-**  The  increase  in  nursing  home  costs  has  also 
been  due  to  expanded  Medicare  coverage  and  the  widening 
of  Medicaid  eligibility  status.-'  Home  health  and  nursing  home 
costs  are  growing  with  the  increasing  number  of  elderly  and 
Medicare  beneficiaries.'**-' 

Estimates  of  National  Respiratory  Costs 

Although  there  are  estimates  of  the  costs  of  respiratory  dis- 
ease in  the  United  States,  I  found  no  study  detailing  the  full 
costs  of  respiratory  services  and  supplies  and  equipment  in 
a  recent  literature  search.  If  respiratory  care  is  indeed  focused 
principally  in  3  major  provider  categories  (hospital,  nursing 
home,  and  home  care),  total  cost  extrapolations  are  possible 
from  a\'ailable  data. 

Hospital  Respiratory  Care  Costs 

Private  organizations  have  been  tracking  specific  costs  of 
hospital  departments  for  several  years.  In  a  study  of  134  res- 
piratory care  departments  in  client  hospitals  pertbrmed  by  the 
Mecon  firm  in  1994,  total  costs  averaged  SI 0.70  for  each  res- 
piratory care  procedure'"  (identified  in  accordance  with  the 
American  Association  for  Respiratory  Care"s,  or  AARC's, 
Unifomi  Reporting  Manual''").  Unfortunately,  no  data  are  cur- 
rently available  on  total  respiratory  care  procedures  performed 
in  hospitals  in  the  U.S. 

In  another  MECON  study  based  on  1995  client  hospital  data, 
respiratory  labor  costs  (direct  costs)  per  total  cost  at  hospi- 
tal discharge  were  contrasted  to  other  ancillary  therapeutic 
departments  and  to  teaching  versus  nonteaching  hospitals. '- 
At  the  50th  percentile,  respiratory  care  wages  averaged  $76/dis- 
charge  in  teaching  hospitals  compared  to  S48/discharge  in 
nonteaching  hospitals.  If  MECON  data  for  nonteaching  hos- 
pitals reflects  the  national  hospital  costs  for  respiratory  care, 
then  the  32,938.000  admissions  in  1994  would  result  in  SI  .581 
billion  in  respiratorv  direct  labor  expenses  alone.  Note  that 
this  figure  does  not  include  other  direct  costs  (such  as  sup- 


plies and  equipment)  nor  does  it  estimate  indirect  respira- 
tory costs. 

The  AARC's  1992  Human  Resource  Suney  supplies  corol- 
lary evidence  to  respiratory  care  labor  costs  in  hospitals.''  With 
72,824  full-time  equivalent  positions  projected  within  5  pro- 
fessional positions  (clerical  and  support  staff  excluded),  total 
direct  salary  costs  are  computed  to  be  $2,171  billion  in  1992 
in  the  hospital  segment.  Again,  this  is  an  estimate  of  only  a 
part  of  the  total  costs  of  hospital  respiratory  services. 

Using  the  1 993  study  of  23  Chicago  hospitals  cited  ear- 
lier, the  top  20  DRGs  yielded  an  average  total  respiratory  care 
cost  compared  to  Medicare  reimbursement  of  4.2%  (median 
of  3.7%,  standard  deviation  of  2.0%.  range  1 .4-7.8% ).  With 
hospital  costs  totaling  $338.5  billion  in  1994,  total  hospital 
respiratory  care  costs  (if  Medicare  costs  in  selected  Chicago 
hospitals  mimic  the  entire  nation  for  all  health  payers)  are  esti- 
mated at  $14.2  billion  at  the  average,  $12.5  billion  at  the 
median,  and  $4.7  billion  at  the  minimum  cost-to-reimbursement 
ratio.  With  the  knowledge  that  private  health  insurance  has 
substantially  fewer  hospital  patient  days  per  thousand  enroUees 
than  Medicare  and  that  chronic  respiratory  disease  is  more 
prevalent  in  the  o\er  65-age  group,  a  pragmatic  estimate  of 
total  hospital  respiratory  care  costs  is  S8  billion  in  1994  (halfway 
between  the  minimum  and  average  of  Medicare  costs). 

Nursing  Home  Respiratory  Care  Costs 

Although  Medicaid  is  the  principal  payer  of  nursing  home 
care,  respiratory  care  cost  estimates  through  this  go\emmental 
program  could  not  be  located  in  the  literature. 

In  the  study  of  148  nursing  homes  operated  by  a  single 
national  chain  cited  earlier  in  the  article,  total  Medicare  costs 
compared  to  total  respiratory  cost  for  the  first  5  months  in  1996 
were  analyzed.  Although  respiratory  care  costs  compared  to 
total  Medicare  reimbursement  averaged  4.0%,  the  data  were 
skewed  by  several  facilities  that  had  long-term  ventilator  units 
(median  was  1.4%,  standard  deviation  5.0%.  range  0-21.5%). 
Given  the  shorter  length  of  stay  for  Medicare  patients  and  their 
higher  intensity  of  care  ($  1 6.96/day  total  cost  average  for  res- 
piratory services),  the  entire  nursing  home  population  would 
be  expected  to  incur  less  respirator^'  costs  than  the  typical  Medi- 
care patient.  With  1994  nursing  home  costs  totaling  $72.2  bil- 
lion and  using  a  conservative  ratio  of  1  %  for  total  respiratory 
care  costs  (slightly  less  than  the  median),  it  is  estimated  that 
respiratory  care  services  in  nursing  homes  cost  $700  million 
each  year. 

Home  Respiratory  Care  Costs 

Because  home  respiratory  costs  are  explicit  line  items 
recorded  in  federal  insurance  programs  and  the  largest  home 
respiratory  companies  are  required  to  di\'ulge  data  because  they 
are  publicly  traded,  estimates  of  annual  respiratory  costs  in  this 
provider  segment  are  more  readily  available.  A  recent  article 
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summarized  the  1994  respiratory  home  care  market  at  a  cost 
of  SI. 8  billion  (with  SI  billion  for  home  oxygen  alone).-'-' 

If  these  estimates  are  reasonably  accurate,  total  respira- 
tory care  costs  are  at  least  $10.5  billion  (Table  4)  and  at  min- 
imum represent  1.1%  of  the  total  S949.4  billion  NHE  in  1994. 
Because  respirator}'  care  is  involved  in  other  provider  settings 
(eg.  physician  offices)  and  is  highly  influential  in  the  deliv- 
erv'  of  other  ser\ices  (eg.  dnigs  and  medical  nondurables).  this 
estimate  may  be  significantl>  lower  than  actual  1994  NHE 
for  respiratory  service,  supplies,  and  equipment. 

Table  4.      CosCs  of  Respiratory  Care  Services,  Supplies,  and  Equipment 
in  the  U.S. 


Provider  Setting 


1994  Estimate  (in  billions) 


Hospitals 
Nursing  Homes 
Home  Health 

Total 


S8.0 
0.7 
1.8 

S10.5 


Outcome  Studies  in  Respiratory  Care  Techniques 

If  we  broadly  define  outcome  studies  as  reports  on  effi- 
cacy, effectiveness,  appropriate  care,  or  efficiency,  we  are 
obliged  to  define  these  terms  as  well.''  Efficacy  is  generally 
reserved  for  rigidly  controlled  clinical  trials  (such  as  double- 
blind  studies)  comparing  two  or  more  treatments.  Effectiveness 
contrasts  two  or  more  treatments  in  a  less  controlled  envi- 
ronment. Appropriateness  compares  treatment  against  an 
accepted  clinical  guideline  or  other  standard.  Efficiency  (or 
its  synonym  cost-effectiveness)  can  be  defined  as  a  financial 
comparison  of  one  method  to  at  least  one  other."'-" 

Substantial  progress  has  been  made  in  developing  systems 
to  accurately  track  the  severity  of  patient  conditions,  which 
form  the  comparative  basis  for  many  outcome  studies.  Some 
examples  include  morbidity-mortality  predictors  in  the  inten- 
sive care  unit,  clinical  utilization  systems  for  nursing  home 
patients,  measures  of  functional  status  for  rehabilitation  set- 
tings, and  a  variety  of  patient  self-evaluative  tools  including 
specific  respiratory  "acuity"  indices."*-*-  The  National  Health 
Interview  Survey  (NHIS)  conducted  regularly  by  the  National 
Center  for  Health  Statistics  measures  patients"  perceptions 
of  health  stams  ai-id  limitation  of  activities.-"  Employer  groups 
have  successfully  pressured  insurance  carriers  into  reporting 
outcomes  for  their  employees  using  the  Health  Employer  Data 
InformaUonSet(HEDIS).-^' 

Few  studies  can  stai-id  up  to  the  rigors  called  for  in  true  effi- 
cacy smdies,  but  we  have  made  a  valiant  effort  to  define  out- 
comes for  several  respirator}'  regimens.  0\  er  the  past  20  years, 
effectiveness  of  specific  respirator)'  techniques  (such  as  inter- 
mittent positive  pressure  breathing — IPPB,  oxygen  therapy, 
and  mechanical  ventilation)  have  been  studied.  Recently,  res- 
piratory care  literature  has  branched  into  studies  of  appropriate 
utilization  of  acute  hospital  respiratory  services  using  Clin- 


ical Practice  Guidelines  (CPGs)  for  respirator}'  techniques.-*'-'^ 
Cost-effective  care  of  patients  suffering  from  both  acute  and 
chronic  respiratory  disease  is  now  a  common  topic. 

IPPB 

One  of  the  first  citadons  intimating  the  overuse  of  IPPB 
appealed  in  RESPIRATORY  CARE  in  1973^'  followed b}  sev- 
eral editorials  in  national  medical  journals,  scienfific  con- 
ferences, and  even  the  public  press.-'" "  In  retrospect,  this  e;irly 
challenge  to  the  scientific  basis  of  respiratory  care  taught  the 
profession  a  valuable  lesson  on  the  necessity  of  outcome  stud- 
ies. Since  the  mid-1970s.  RCPs  have  focused  considerable 
attention  on  challenging  botl-i  the  efficacy  and  cost-effectiveness 
of  respiratory  services. 

Oxygen  Therapy 

Another  respiratory  technique  to  receive  outcomes  scrutiny 
3  decades  ago  was  oxygen  therapy.  The  Nocturnal  Oxygen 
Therapy  Trial  comparing  outcomes  of  chronic  obstructive  pul- 
monary disease  (COPD)  patients  receiving  confinuous  ver- 
sus at-night  oxygen  was  a  benchmark  for  an  efficacy  study.'* 
Protocols  developed  by  RCPs  to  assess  appropriateness  of  oxy- 
gen therapy  in  acute  care  hospitals  with  resultant  costs  sav- 
ings have  also  been  published. '''■^"  With  as  many  as  800,000 
patients  on  home  oxygen  therapy  today,*'  oxygen  concentrators, 
oxygen  conserving  devices,  demand  flow  systems,  and  trans- 
tracheal oxygen  administration  have  also  been  subjects  of  both 
efficacy  and  cost-effectiveness  research."-**  Computer-assisted 
models  for  efficient  care  of  the  patient  in  oxygenation  fail- 
ure have  also  been  presented.*'^ 

Mechanical  Ventilation 

The  hospital  intensive  care  unit  is  seldom  challenged  as 
the  preferred  (yet  most  costly)  site  for  mechanical  ventilation 
of  the  patient  in  acute  respiratory  failure,  and  the  majority  of 
such  patients  are  successfully  weaned  oft"  such  devices.''*  How- 
ever, a  smdy  conducted  in  December  1990  by  the  Gallup  orga- 
nization and  the  AARC  estimated  costs  for  caring  for  1 1 .419 
chronic  ventilator  patients  in  U.S.  hospitals  at  S9  million/day 
(S3. 3  billion  annually).*'  Because  of  the  high  cost  of  inten- 
sive care,  there  have  been  recumng  calls  for  alternate  sites 
for  the  chronic  ventilator  patient.***''" 

Many  of  the  eariier  studies  on  cost-effective  alternatives 
for  the  chronic  ventilator  patient  focused  on  home  care  of  the 
reasonably  stable  patient."''-'  Home  care  for  a  ventilator-assist- 
ed individual  capable  of  perfom-iing  man}  care  tasks  himself 
or  with  the  assistance  of  a  friend  or  relativ  e  appeai-s  to  be  the 
least  expensive  care  site.'-*-''  However,  the  attendant  time  spent 
in  the  home  or  the  higher  staff  qualifications  required  to  care 
for  some  patients  may  place  this  alternative  at  or  above  the 
cost  of  institutional  care.'* 
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Another  alternati\'e  is  a  specialized  unit  for  chronic  ven- 
tilator patients  within  a  hospital."  **'  In  1988.  the  respiratory 
community  was  successful  in  getting  the  HCFA  to  study  hos- 
pital-based units  for  \entilator-dependent  patients  and  pre- 
liminary results  are  now  being  released.'*''  ''^  This  study  is  of 
particular  value  because  patient-admission  criteria  were  estab- 
lished (including  a  detniition  of  the  long-temi  patient  as  being 
one  who  has  been  on  a  ventilator  at  least  6  hours  or  more  each 
day  for  a  minimum  of  21  days  and  has  failed  at  least  2  wean- 
ing attempts  but  for  w  hom  a  reasonable  expectation  is  wean- 
ing or  discharge  to  a  lower  level  of  care).  With  total  costs 
ranging  from  $958- 1 .2 1 2/day.  this  study  provides  stronger 
evidence  that  such  specialized  units  in  an  acute  care  hospi- 
tal deliver  more  cost-effective  care  for  the  chronic  ventila- 
tor patient  than  does  the  ICU  as  had  been  intimated  by  ear- 
lier, less-controlled  studies. 

Another  hybrid  health  care  setting  that  purports  to  be  yet 
another  site  for  the  chronic  ventilator  patient  has  also  evolved 
over  the  past  few  years — subacute  care.  Defined  as  possessing 
capabilities  somewhere  between  those  of  an  acute  care  hos- 
pital and  those  of  a  traditional  nursing  home.**''  these  suba- 
cute settings  are  typically  \\  iihin  a  freestanding  skilled  nurs- 
ing facility  (although  similar  units  e.vist  within  some  short- 
and  long-term-stay  hospitals).  A  study  by  Abt  Associates 
released  in  1995  estimated  that  the  potential  cost-sa\ings  to 
Medicare  if  ventilator  patients  were  appropriately  referred  to 
subacute  care  .settings  within  skilled  nursing  facilities  would 
be  $190  million/year.'^"  .At  the  International  Subacute  Care 
Association  annual  meeting  in  March  1995. 1  presented  a  study 
of  4  years'  experience  with  69  chronic  ventilator  patients  in 
a  subacute  respiratory  care  unit  w  ithin  a  free-standing  skilled 
nursing  facility.  This  study  computed  a  total  cost  of  care  of 
$7 1 1 /day  for  chronic  ventilator  patients  with  weaning  poten- 
tial and  had  discharge  outcomes  similar  to  the  4  HCFA  hos- 
pital demonstration  sites  noted  above. 

Other  Studies  of  Respiratory  Costs 

The  profession  has  also  examined  costs  of  specific  modal- 
ities: aerosol  medication  administration.'*'*'*"  pulse  o\imetr\ 
u.se  in  hospital  general  care  areas,""  and  bronchoscope  repair."' 

Outcome  Studies  in  Respiratory  Disease 

One  of  the  'hottest'  topics  today  in  the  medical  ami  finan- 
cial literature  is  the  concept  of  appropriate  disease  manage- 
ment. Drug  companies  have  targeted  .Alzheimer's  disease, 
asthnia.  cardiovascular  maladies,  clironic  obstructive  lung  dis- 
ea.se.  depression,  diabetes,  epilepsy,  oncology,  and  ulcer  man- 
agement."- Respiratory  disease  management  is  taking  a  lead 
position  in  disease  treatment  strategies.'''  A  stud\  (published 
in  1994)  of  the  costs  of  \arious  diseases  concluded  that  res- 
pirators disease  comprised  b.l'^c  of  all  medical  care  costs. "^ 
If  the  same  percentage  of  NHE  is  used,  the  total  expense  for 


chronic  respiratory  disease  was  projected  to  have  been  $63.6 
billion  in  1994. 

Considerable  research  is  also  aimed  at  looking  for  selection 
biases  in  enrollment  of  chronic  disease  patients  in  HMOs,  indem- 
nity plans,  and  government  programs."-"''  If  a  disproportion- 
ate share  of  chronically  ill  patients  are  in  government  programs, 
for  example,  cost  estimates  for  the  entire  U.S.  population  may 
be  skewed  if  only  Medicare  and  Medicaid  data  are  used. 

.\sthma 

Using  data  from  the  National  Center  for  Health  Statistics, 
the  direct  medical  expenditures  foi-  asthma  care  totaled  S2.375 
billion  in  1985  and  was  extrapolated  to  a  S3. 638  billion  total 
medical  cost  in  1990.'"  The  same  study  also  estimated  that  the 
costs  of  lost  school  days,  lost  uork  days,  and  mortalit\'  from 
astlmia  totaled  another  S2.568  billion  resulting  in  totiil  economic 
costs  for  this  disease  ofS6.206  billion  in  1990. 'With  14  to  15 
niillion  Americans  afflicted  with  this  respirator}'  disease  and 
the  incidence  o\\  the  rise."^  asthma  certainly  desenes  the  atten- 
tion it  has  recently  received  (although  many  could  argue  that 
asthma  has  long  been  a  foe  in  the  disease  treatment  battle'"  ™). 

Effectiveness  trials  of  \arious  asthma  treatment  regimens 
are  now  beginning  to  appear.  A  self-directed  educational  pro- 
gram compiu'ed  with  traditional  training  \  ielded  superior  results 
in  control  of  symptonis  and  metered  dose  inhaler  technique: 
however,  no  cost  reductions  were  computed.""  Much  atten- 
tion has  also  been  placed  on  controlled  trials  of  pharmaco- 
logic intei"\entions  (such  as  a  5-lipoxygenase  inhibitor,  which 
appears  to  mediate  inflammation  in  asthma'"-). 

A  program  using  a  salaried  outreach  iiurse  to  follow  pedi- 
atric asthma  patients  in  Boston  reduced  the  number  of  emer- 
gency room  visits  and  hospitalizations.""  The  decrease  in  costs 
1 2  months  before  and  12  months  after  the  outreach  program 
initially  totaled  S87.3I5  in  emergency  room  (ER)  and  hos- 
pital-admission expenses  actually  paid  by  an  HMO  while  cost- 
ing the  sponsoring  HMO  $11,115  for  the  outreach  staff 

.Another  study  based  in  an  emergency  department  in  Cleve- 
land compared  the  time  spent  in  the  ER.  length  of  stay  (LOS) 
of  hospital  admission  and  charges  of  an  asthma  care  plan  pro- 
tocol.'"'* Among  the  utilization  decreases  noted  between  the 
pre-  and  post-protocol  periods  were  reductions  in  average  time 
sjX'nt  in  the  ER.  the  nuniber  of  urgent  adniissions.  and  the  num- 
ber of  leturn  \  isits  to  the  ER  u  ithin  a  w  cek.  Charge  per  case 
dropped  fnini  S 1 .84 1  to  S 1 .  147  w  iih  a  total  charge  savings 
of  the  protocol  estinialed  at  $395. ()()().  .-Xnother  \alue  of  this 
research  was  the  measurement  of  similar  outct>me  data  after 
attention  to  the  protocol  had  lapsed.  This  admixture  period 
demonstrated  a  recidiv  ism  tow  aid  the  preprotocol  phase  espe- 
ciall}'  in  return  rate  to  the  ER  after  initial  treatment. 

.Another  ER  training  program  in  the  Detroit  area  noted  a 
$628  reduction  in  ER  charges/person  trained  in  an  education 
program  conducted  by  a  registered  nurse  (the  program  cost 
$85/person ).'"•'*  An  educational  program  in  Dallas  also  was 
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shown  to  decrease  ER  visits  and  hospitalization;  however,  the 
reduced  cost  of  such  resource  utiHzation  was  not  computed. 
Full  instruction  cost  was  S1.700/person  and  partial  instruc- 
tion expense  was  $820/person."** 

Such  effectiveness  and  efficiency  studies  on  asthma  treat- 
ment programs  may  also  be  of  a  personal  interest  to  RCPs 
because  a  recent  study  confirmed  occupational  exposure."" 

COPD 

Suidies  of  programs  designed  to  rehabilitate  persons  afflicted 
with  COPD  have  appeared  in  this  journal  throughout  the  last 
20  years.""*-""  One  of  the  first  articles  with  evidence  of  cost- 
savings  for  COPD  patients  using  a  home  care  regimen  with 
respiratory  care  was  done  at  the  South  Hills  Home  Health 
Agency  in  South  Hills.  Pennsylvania." '  The  study  concluded 
that  the  incidence  of  hospitalization  after  the  home  respira- 
tory program  for  the  same  418  COPD  patients  was  signifi- 
cantly less  ( 1 .28  prior  and  0.48  admissions/patient  after)  and 
that  the  LOS  in  the  hospital  was  also  reduced  ( 1 8.25  days  prior 
and  6.09  days  after).  Using  1978-1980  cost  data,  average  hos- 
pital costs  were  reduced  $2,625/patient  after  the  additional 
home  care  costs  were  subtracted. 

The  results  of  a  hospital-based  program  in  Norwalk.  Con- 
necticut (Respi-Care)  for  the  treatment  of  COPD  patients 
were  published  in  1991."-  This  multidisciplinary  approach 
included  regular  nurse  and  RCP  home  visits  supported  by 
a  24-hour/day  on-call  system.  Requirements  to  participate 
consisted  of  a  COPD  diagnoses  (asthma  included),  evidence 
of  severe  pulmonary  function  impairment,  and  willingness 
to  participate  in  the  new  program.  Hospitalizations.  LOS. 
and  ER  visits  dropped  significantly  for  the  17  patients  when 
their  before-  and  after-program  values  were  compared.  Total 
costs  including  indirect  expenses  were  $4 1 .300  for  the  Respi- 
Care  program  and  an  additional  $153,502  for  the  home  care 
component.  The  total  cost  reductions  in  hospital  and  emer- 
gency room  usage  (again,  indirect  costs  were  used  in  this 
calculation)  were  $300,034.  netting  an  overall  program  cost- 
savings  of  $105,032  after  the  organizational  and  home  care 
expense  were  subtracted. 

Cost-effectiveness  measures  for  pulmoniu-)  artery  catheter- 
ization (PAC)  in  COPD  patients  on  mechanical  ventilators 
have  also  been  the  subject  of  a  decision  analysis  model."''  The 
outcome  measure  is  the  popular  Quality  Adjusted  Life  Years 
(QALY).  An  oversimplified  description  of  QALY  is  what  frac- 
tion of  a  year  of  life  with  no  health  problems  would  the  patient 
be  willing  to  exchange  for  each  yeai'  at  his  or  her  current  health 
status.  If  PAC  in  these  patients  improved  their  implied  hos- 
pital sur\ival  rate  from  49'7f  to  54<7f .  the  $  1 .045  of  additional 
cost  for  the  PAC  compared  to  the  0.01 35  QALY  (or  roughly 
5  days)  appears  not  to  be  cost-effective.  This  decision  model 
suffers  from  a  lack  of  accurate  survival  data  for  mechanically 
ventilated  COPD  patients  who  have  a  PAC  and  those  who  do 
not.  However,  the  model  may  provide  an  acceptable  means 


of  contrasting  cost  of  treatment  (compared  to  no  treatment ) 
to  the  QALY  outcome  measure. 

In  a  3-center  study  of  drug  treatment  regimens  for  COPD, 
use  of  ipratropium  bromide  demonstrated  a  $366  cost-sav- 
ings over  theophylline.""" 

Other  Respiratory  Diseases 

Direct  medical  costs  of  tuberculosis  (TB)  in  1991  were  esti- 
mated at  $703  million,  with  60'7f  of  costs  incurred  in  hospi- 
talization compared  to  147r  for  prevention.""'  Inpatient  costs 
for  hospitalized  TB  patients  in  whom  management  decision 
errors  were  made  could  amount  to  $  1 80.0(X)/patient  more  than 
the  cost  of  treatment  by  a  standardized  protocol."" 

In  a  study  of  the  impact  of  influenza  and  pneumonia  on 
older  patients,  there  was  a  significant  increase  in  hospital  admis- 
sions during  high  influenza  periods  costing  the  Medicare  pro- 
gram an  additional  $1  billion  in  the  1989  to  1990  epidemic 
over  a  baseline  period."' 

Recent  research  on  the  impact  of  prophylactic  treatment  of 
Pneumocystis  carinii  pneumonia  noted  that  patients  not  receiv- 
ing prophylaxis  accounted  for  85%  of  the  hospital  days.  100% 
of  the  ICU  days,  and  89'7(-  of  inpatient  charges  even  though  they 
comprised  only  77%  of  the  study  group.  Projecting  the  study 
figure  to  the  entire  state  of  Maryland,  failure  to  receive  pro- 
phylaxis resulted  in  hospital  charges  of  $4,7  million  in  1 99 1 .  "*< 

The  total  economic  costs  of  treating  patients  with  bron- 
chopulmonan,'  dysplasia  (BPD)  in  a  hospital  inpatient  setting 
versus  home  care  has  also  been  studied. ' '"  Median  cost  of  home 
care  was  $5,195  compared  to  a  $46,920  median  cost  for  hos- 
pitalization over  similar  time  frames.  Aggregate  projected  eco- 
nomic cost-savings  using  home  care  instead  of  extended  hos- 
pitalization was  estimated  at  $3. 1  million  for  57  BPD  infants. 

Preliminar\'  data  on  the  utility  of  the  HCFA's  Unifom:  Clin- 
ical Data  Set  (UCDS)  at  a  pilot  hospital  examined  predictability 
of  outcome  and  length  of  stay  for  pneumonia  patients.'-"  The 
model  found  3  factors  that  correlated  with  adverse  outcome: 
hospital  admission  through  the  emergency  room,  low  systolic 
blood  pressure,  and  high  respiratory  rate.  The  study  also  found 
that  the  UCDS  factors  had  a  higher  correlation  to  predicted 
length  of  stay  (R-  =  0.29)  versus  the  traditional  Medicare 
claims-based  model  (R-  =  0.06). 

Role  of  the  RCP  in  Controlling  Health  Care  Costs 

With  national  health  care  costs  today  likely  to  exceed  the 
SI  tnllion  mark  and  comprising  14%  of  gross  domestic  prod- 
uct of  the  U.S.,  what  contributions  ha\e  RCPs  made  to  cost- 
effective  care? 

Appropriateness  of  Care 

RCPs  have  had  an  important  role  in  appropriate  allocation 
of  respiratory  care  services.  As  early  as  1 98 1 .  we  reported  on 
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the  skills  of  RCPs  as  evaiuators  of  the  appropriateness  of  physi- 
cian orders  for  inpatient  respiratory  care  at  Northwestern 
Memorial  Hospital.'-'  Follow-up  studies  at  the  same  Chicago 
medical  center  demonstrated  a  reduction  of  SI. 050.3 12  in 
annual  charges  for  these  therapies  and  a  61%  drop  in  bronchial 
hygiene  therapy  several  years  later.'--'-' 

A  more  controlled  study  of  the  reduction  of  direct  vari- 
able costs  resulting  from  eliminating  respiratory  therapies 
outside  of  established  guidelines  was  published  by  the  staff 
at  the  University  of  Virginia  Medical  Center.'-""  Therapist- 
evaluators  in  this  setting  significantly  reduced  inappropri- 
ate orders  after  interactions  with  ordering  physicians  total- 
ing a  direct  treatment  cost-savings  of  $1.5.960  during  two 
6-week  study  periods. 

Protocols 

Using  RCPs  to  execute  protocols  ol'care  in  hospitals  has 
also  been  around  since  the  landmark  article  by  Tietsort'-^  and 
has  received  renewed  attention  in  recent  years.'-''-'-' 

A  1993  study  involved  RCPs  executing  protocols  based 
on  the  AARC  CPGs  on  an  orthopedic  floor  of  Memorial  Med- 
ical Center.  Springfield.  Illinois.'-'^  RCPs  were  able  to  reduce 
direct  variable  costs  by  $5.3 1 8  during  the  3-month  trial  period 
in  1993  by  eliminating  inappropriate  treatments.  Expansion 
of  protocols  hospital  wide  in  that  same  535-bed  hospital  led 
to  a  decline  in  overall  utilization  and  an  annualized  savings 
rate  of  $6 1.348.'=" 

An  Ontario,  Canada  stud\  demonstrated  a  significaniK 
reduced  time  on  mechanical  ventilation  for  postoperative 
patients  when  a  RCP-directed  protocol  was  used  compared 
to  the  traditional  physician-directed  methods."" 

Utilization 

Misallocation  of  RCP  time  has  also  been  studied  on  both 
underutili/ation  and  overtitili/ation  most  notably  by  respi- 
ratory researchers  at  the  Cleveland  Clinic. '""=  Their  initial 
study  demonstrated  a  25.2%  incidence  of  overutilization  and 
a  10.5'/f  undemtili/alion  of  5  respirator}  care  modalities  when 
compared  to  adopted  cluneal  standards.  The  impact  of  inap- 
propriate therapy  averaged  a  charge  of  $206. 16/patient. 

A  second  study  by  the  Cleveland  Clinic  researchers  more 
closely  analyzed  the  im|iacl  of  a  group  of  patients  who  were 
assigned  therapist-evaluators  to  consult  against  a  group  thai 
did  not  have  a  consultant  therapist.  .Mthough  respiratory  care 
charges  where  significanti)  higher  in  the  consult  gmup  (S 1 .684 
vs  $400),  the  triage  .score  developed  for  this  study  implies  that 
ihe  |Xilienls  in  the  consult  group  were  considerablv  sicker."* 

RCPs  have  also  had  a  significant  role  in  reilucing  costs  for 
pneumonia  patients.  In  a  case  stiid\  hom  a  Winchester.  Vir- 
ginia hospital,  charges  v\ere  reduced  from  S7.465/palienl  lo 
$6,425  b\  using  a  rapid-response  critical  pathway  beginning 
uilh  RCP  inlervenlion  in  the  ER."-* 


RCP  involvement  in  decisions  of  when  to  obtain  blood  gas 
samples  have  been  shown  to  be  instrumental  in  increasing  the 
percentage  of  samples  that  were  appropriately  drawn,  using 
internally  generated  guidelines,  from  a  42-73%  baseline  to 
a  87-91%  new  benchmark."^ 

The  respiratory  profession  anticipated  claims  of  overuti- 
lization of  certain  home  health  equipment  and  published  its 
position  statements  as  early  as  1 979 — long  before  the  recent 
conviction  of  a  home  care  operator  on  dozens  of  counts  of 
Mediciire  fraud.'* '"  With  the  accelerated  mo\ement  of  patients 
from  the  acute  hospital  to  the  home  setting.  RCPs  have  been 
at  the  forefront  of  controlling  utilization,  which  certainly  has 
an  impact  on  costs  of  care  in  ihe  home."**  '■"' 

Conclusions  &  Recommendations 

Charges  for  health  care  services  are  increasingly  inelevant 
surrogates  of  both  provider  and  payer  costs.  Although  mea- 
surement of  charges  in  a  single  provider  setting  with  a  sta- 
ble fee  structure  may  be  of  some  value  in  efficiency  research 
within  the  same  institution,  charges  should  be  abandoned  as 
a  comparative  criterion  in  studies  of  cost-effectiveness. 

Cost-to-charge  ratios  are  also  limited  in  their  utility  as  a 
research  criterion.  Such  ratios  can  only  be  usefully  applied 
to  a  single  health  cai"e  pro\ider  over  a  short  [leriod  of  time  (such 
as  a  year).  These  computations  provide  shortcuts  in  calculating 
a  provider's  actual  total  cost  (including  indirect  expenses)  but 
do  not  offer  comparison  to  other  study  settings. 

Computing  total  costs  for  a  health  care  .service  is  a  com- 
plex combination  of  direct-indirect  and  variable-fixed  expenses. 
The  most  problematic  part  of  the  equation  is  the  allocation 
of  indirect  costs.  Even  though  payers,  such  as  Medicai'e,  dic- 
tate methods  to  use.  there  is  no  universal  means  of  comput- 
ing indirect  costs  down  to  specific  respiratory  sen  ices.  Where 
such  calculations  are  made,  the  researchers  should  detail  the 
methods  used  so  comparison  to  results  of  other  studies  can 
be  made.  At  the  very  least,  all  efficiency  research  should  cle;uiy 
identify  the  direct  costs  and  segregate  them  into  their  vari- 
able and  fixed  components.  This  separation  is  essential  because 
the  viulable  and  fixed  nature  of  direct  costs  can  be  altered  by 
a  variety  of  management  decisions. 

0\  er  the  past  3  decades,  NHE  has  grow  n  explosi\  ely  but 
the  hospital  portion  of  such  costs  has  recenllv  deccleralcd.  This 
ma\  be  aUribiitable  lo  the  increased  use  of  nursing  homes  and 
home  health  care  as  alternatives  to  hospitalization.  As  res- 
piiaton  care  shifts  into  these  alternale  settings,  outcome  stud- 
ies in  these  sites  are  needed  as  well.  Specific  attention  should 
be  made  to  detailing  the  cost  of  respiratory  care  in  alternate 
sites  compared  lo  Ihe  acute  hospiuil.  Eff'ecti\eness  research 
is  also  needed  lo  help  establish  the  appropriate  point  to  trans- 
fer patients  to  such  care  settings. 

The  respiratoA'  care  profession  has  produced  consiilerahle 
e\  idence  of  its  efficacy  since  earl\  attacks  on  specific  modal- 
ities. Although  these  were  indeed  powerful  lessons,  similar 


64 


Respirator'!'  Care  •  January-  "97  Vol  42  No 


Understanding  Cost  of  Health  Care 


efforts  must  be  mustered  today  to  defend  the  role  of  RCPs  in 
delivering  these  therapies  and  the  overall  economic  value  of 
respiratory  services.'-"  Establishing  CPGs  has  been  an  excel- 
lent stalling  point  for  future  appropriateness  studies.  The  next 
steps  should  involve  linkage  to  cost-effectiveness  using  CPGs, 
incorporating  customer  satisfaction  measures,  and  address- 
ing long-range  quality  of  life  issues. 
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Discussion 

Mishoe:  I  was  reall\'  looking  forward 
to  your  talk,  and  now  I'm  not  so  sure. 
Let  me  elaborate  why.  I  hear  you  say- 
ing that  we  really  don't  know  what  our 
cost  for  respiratory  care  is,  so  if  that 
premise  is  accurate,  then  how  are  we  to 
help  clinicians  and  students  get  a  han- 
dle on  what  the  costs  are  for  the  services 
that  they're  delivering,  and  how  then  can 
they  give  added  value?  Would  you  care 
to  help  me  w  ith  that  one? 

Walton:  1  ha\e  been  teaching  in  a  bac- 
calaureate program  for  a  decade  or  two 
w  ith  allied  health  students  who  have  had 
2  years  or  more  of  higher  education.  TTie 
thing  that  makes  most  sense  is  to  drag 
them  through  this  total  cost  type  of 
approach  and  try  to  differentiate  the  data 
by  cost  type.  Without  question,  all  res- 
piratory care  departments  in  the  coun- 
try should  be  able  to  pull  out  their  direct 
cost.  There's  no  excuse  for  not  being 
able  to  do  that  today.  When  you  move 
to  indirect  costs,  it  becomes  a  bit  more 
complicated.  You  ha\e  to  have  a  little 
chat  w  ith  the  CFO  (Chief  Financial  Offi- 
cer) in  your  institution.  That  can  become 
difficult,  because  I  can  assure  you  that 
separating  out  the  indirect  costs  for  res- 
piratory care  last  month  is  not  in  the  top 
100  on  the  CFO's  priority  list.  So,  I  rec- 
ognize the  problems  there,  but  I  would 
say  that  your  students  master  at  least  the 
direct  cost  components.  What  does  it 
cost  us  to  provide  incentive  spirometry 
or  metered  dose  inhalers  in  our  insti- 
tution? 1  think  that  should  be  the  basic 
cost  question  that  we're  asking  today. 
We  have  some  good  single-case  stud- 
ies' -  from  institutions  that  have  tried  to 
come  up  with  specific  costs,  for  exam- 
ple, of  pulse  oximetry,  metered  dose 
inhalers,  and  small  \  iilume  nebulizers. 
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Hess:  But.  related  to  that.  John,  could 
you  tell  us  a  bit  more  about  how  insti- 
tutions come  up  with  those  direct  costs, 
and  are  respiratory  care  departments 
often  involved  in  deriving  the  fixed  and 
variable  direct  costs?  For  example,  at  our 
hospital,  we  were  looking  at  some  of  the 
things  we  were  doing,  and  I  was  intro- 
duced to  some  fixed  and  variable  direct 
costs  for  oxygen  therapy.  1  got  the  sense 
around  the  table  that  it  wasn't  just  me 
representing  the  Respiratory  Care 
Department,  but  people  from  other 
departments,  who  were  seeing  these 
numbers  for  the  first  time.  Somebody 
else  came  up  with  those  numbers,  and, 
quite  honestly,  I'ln  looking  at  some  of 
them  and  saying  "1  don't  understand 
where  this  came  from."  Then  I  was. 
"Well.  Charlie  got  some  numbers  from 
George  who  plugged  them  into  a  for- 
mula, and  that's  how  we  found  out  what 
the  direct  costs  are  for  oxygen  therapy." 
In  your  experience,  having  been  around 
this  for  awhile,  where  do  those  numbers 
realh'  come  from? 

Walton:  Where  do  those  numbers  really 
come  from :"  Well.  1  v\  ish  I  could  answer 
that  for  Mass  General,  but. . . 

Hess:  Sometimes  1  think  they're  not  as 
hard  and  as  finn  and  as  real  as  we  would 
like  them  to  be. 

Walton:  Absolutely.  That's  one  of  the 
problems  with  data — what  you  get  back 
and  where  they  come  from.  If  you  take 
a  look  at  respiratory  care,  in  my  expe- 
rience, over  50%  of  all  respiratory  care 
costs  are  in  direct  salaries.  If  you  don't 
even  have  an  accurate  handle  on  the 
salary  components — all  the  management 
structure  (the  fixed  costs),  and  all  the 
practitioner  stiiicture  (variable  costs) — 
you  can't  begin  to  answer  that  question. 
Some  of  the  corollary  stuff  that's 
involved — Should  you  have  a  handle  on 
all  the  respiratory  care  supplies  that  you 


use?  There  should  be  some  tracking 
mechanism  that  applies  that  cost  to  res- 
piratory care.  How  good  are  your  sys- 
tems— I  can't  comment  on  that.  1  think 
those  on  the  proprietary  side  have 
become  very,  very  good  at  that  because 
we  understand  that  this  is  really  the 
whole  bread-and-butter  of  the  profit  side 
of  the  equation.  1  think  a  lot  of  the  not- 
for-profits  understand  that,  too.  But,  yes, 
there  is  a  wide  discrepancy  between  how 
these  costs  are  really  computed.  Some 
institutions  go  to  great  lengths  to  add 
indirect  costs  on  top  of  them,  and  1  think 
that's  what  you're  referring  to.  Dean,  as 
some  of  these  'magic'  numbers  that 
appear.  All  of  a  sudden,  the  pharmacy 
is  charging  another  $4  for  every  bottle 
of  inedications  they  send  you  because 
that's  their  "transaction  cost."  Well, 
What  the  heck  is  that?  It's  not  unusual 
to  have  different  accounting  mechanisms 
in  a  health  care  institution,  even  in  dif- 
ferent departments  of  the  same  insti- 
tution. If  we  don't  start  asking  these 
questions,  if  we  don't  start  pushing  our 
hospital  CFOs  and  other  counterparts  to 
answer  these  questions  for  us,  then  we're 
going  to  be  very  ill-prepared  to  do  out- 
come studies  that  really  take  a  look  at 
cost  differentials,  and  we'll  be  forced 
back  to  our  own  in.stitution's  charges  or 
wild  guesses  at  costs.  If  I  can  have  any 
influence  at  all  on  breaking  that  pattern, 
that's  what  I'd  like  to  do. 

Dunne:  John.  I'm  intrigued  with  your 
notion  of  using  reports  available  in  the 
public  domain,  specifically  Medicare 
cost  reports,  as  a  place  to  start.  Mv'  con- 
cern, from  the  home  health  perspective 
is,  that  when  one  talks  with  a  home 
health  agency  administrator,  the  major- 
it)  admit  that  their  most  valuable  asset, 
clear  and  far  and  away,  is  the  accoun- 
tant who  does  their  cost  report.  He's 
their  best  friend,  and,  of  course,  it's  the 
very  clever  and  creative  accountant  who 
does  the  better  cost  report.  I'm  con- 
cerned that  the  methodology  that  Medi- 
care put  in  place  that's  now  35-some- 
odd  years  old,  for  hospitals,  for  skilled 
nursing  facilities,  for  home  health  agen- 
cies has  created  a  mindset  in  which  you 
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game  the  system  and  come  up  with 
questionable  assumptions,  much  like 
Dean  alluded  to.  So.  how  \  aluable.  then. 
are  these  cost  reports  for  making  pro- 
jections on  a  more  global  scale?  Are  we 
being  led  down  the  primrose  path  when 
the  government  and  other  purchasers  of 
health  care  use  these  data  to  make  pre- 
dictions on  utilization  or  develop  alter- 
nate reimbursement  strategies? 

Walton:  There  are  weaknesses  in  the 
Medicare  cost  report  system  because  of 
that  ver\'  issue.  If  you  use  talented  peo- 
ple who  know  the  system,  they  w ill  take 
every  single  allowable  advantage  at  each 
one  of  the  steps.  If  we're  really  going 
to  look  at  total  cost,  we  must  talk  about 
some  indirect  allocation  methods.  Medi- 
care is  the  only  one  that's  consistently 
applied  within  a  single-provider  cate- 
gory. So,  even  if  we  assume  that  peo- 
ple are  taking  advantage  of  it  as  best  as 
they  can.  and  we  can  also  assume,  as  I'm 
sure  you'll  talk  about,  Patrick,  that  there 
are  huge  penalties  (like  spending  time 
in  Federal  prison)  for  tning  to  pass  along 
things  that  are  not  allowable.  I  think 
we're  going  to  get  closer  and  closer  to 
the  indirect  cost  part  of  the  data.  In  the 
absence  of  getting  good  total  cost  data 
(in  other  words,  factors  that  involve  indi- 
rect cost).  I  suggest  that  we  really  focus 
on  the  direct  portion  of  those  costs. 
That's  where  I  think  we  can  at  least 
influence  articles  in  our  own  professional 
journal — and  where  we  can  ask  our  pro- 
fessionals to  really  help  us  out. 

Shrake:  I  am  a  definite  proponent  of 
some  standardization  in  our  own  liter- 
ature of  what  we  call  costs  and  charges. 
One  would  like  to  try  to  move  univer- 
sally toward  talk  about  cost,  and  not 
charges  because,  as  you  said,  most  hos- 
pitals should  have  the  ability  to  pull  the 
respiratory  component  of  that  out.  We 
should  look  at  variable  direct  costs 
because  one  of  the  things  that  we  will 
be  challenged  on  is  the  variability  of  the 
indirect  costs  from  different  institutions 
because  of  differences  in  their  account- 
ing practices.  We  also  wiU  be  challenged 
on  whether  those  costs  were  actually 


removed  from  the  institution  or  were 
the>-  paper-sa\  ings?  That's  another  thing 
that  we  frequenlK'  will  be  challenged  on. 
which  is  why  costs  are  so  much  more 
important  than  charge.  Some  of  the  data 
that  suggest  that  a  department  saved 
$6(X).000  on  oxygen  charges  is  equated 
quickly  to  'They  sa\ed  the  hospital 
S600.000."  It  is  just  sunply  not  the  case. 
We  have  a  responsibility  as  respiratory 
managers  to  educate  our  administrative 
staff  on  the  various  cost  components  of 
our  programs.  You  said  that  there's 
really  not  much  in  the  literature  on  cost, 
but  indi\  idual  systems  have  cost  data 
that  we  can  begin  to  look  at.  One  of 
those  systems  that  I'm  involved  in  is  the 
Voluntary  Hospitals  of  America  (VHA) 
system.  We  can  get  an  individual  insti- 
tution's costs  and  compare  those  costs 
for  a  particular  DRG  to  the  VHA 
database.  There  are  other  databases  that 
are  for-profit  or  not-for-profit  that  we 
can  begin  to  look  at.  as  well.  An  inter- 
esting part  of  an  evolutionary  process 
that's  happened  with  the  VHA  is  that 
they  had  a  productivity-comparison  sys- 
tem within  their  structure  (called  DCRS). 
and  it  was  a  terrible  system  of  com- 
parison because  an  oxygen  hour  and  a 
ventilator  hour  were  basically  treated  the 
same.  Interestingly  enough,  because  of 
some  education  from  some  of  us  in  res- 
piratory management,  they've  dexelopied 
a  new  system  based  on  "The  Uniform 
Reporting  Manual"  of  the  A  ARC 
That's  the  type  of  education  that  we  need 
to  do  so  we  can  begin  to  see  those 
changes  and  those  comparative 
databases.  We  all  know  that  once  data 
are  out  there  from  whatever  source, 
they're  considered  to  be  100%  accurate 
and  100%  believable. 
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Walton:  Let  me  respond  to  that.  For 
example.  MECON  also  uses  the  AARC 
Uniform  Reporting  Manual  as  its  basis. 
but  the  problem  with  these  reports,  again. 


is  it's  very  aggregate  data.  It  lumps  in 
all  the  respiratory  labor  costs,  for  exam- 
ple, and  compares  those  costs  to  all  the 
respiratory  procedures  counted  up  in 
AARC  uniform  reporting  terminology. 
It  doesn't  help  us  to  figure  out  what  the 
real  costs  for  oxygen  therapv  are.  TTiat's 
where  I  think  it  is  of  interest  to  us.  pro- 
fessionally. I'd  like  to  get  down  to  that 
level  of  discussion  of  having  specific 
respiratory  care  procedures  or  a  specific 
pulmonary  malady,  being  reported  by 
these  voluntary  organizations.  I  have 
tried  to  work  on  this  for  many  years  with 
the  American  Hospital  Association,  and 
I  can  tell  you  that  they're  not  at  that  same 
level  of  degree  of  urgency. 

Giordano:  1  think  that  your  points  are 
well  taken  with  regard  to  everybody's 
being  "on  the  same  page'  when  they 
de\elop  cost  data.  And  certainly  res- 
piratory care  managers  should  be  aware 
of  what  their  direct  costs  are  in  terms 
of  at  least  labor  and  supplies.  If  we  can 
just  start  at  that  level,  then  we're  all 
"singing  off  the  same  sheet  of  music' 
Given  the  fact  that  the  business  we're 
in  is  a  very  labor  intense  business,  even 
if  we  had  to  pull  back  to  just  labor  costs. 
I  think  we'd  still  be  able  to  make  a 
meaningful  contribution  in  terms  of 
developing  a  database  for  some  deci- 
sion-making. I'd  like  to  add.  though,  that 
cost  awareness  does  change  ordering 
behavior.  I  think  that  respiratory  care 
practitioners  need  to  be  made  aware  of 
at  least  the  direct  costs — what's  it  going 
to  cost  for  people  and  supplies.  Forget 
about  the  indirect  costs  and  what  they 
pass  on  and  all  that  sort  of  thing.  You're 
not  going  to  have  any  conffol  over  them 
anyway.  The  fact  is.  if  our  people  know 
that  one  approach  is  more  expensive 
than  another  and  if  the  leadership  in  our 
departments  make  a  concerted  effort 
with  medical  directors  to  make  attend- 
ing physicians  who  are  ordering  aware 
of  the  cost  consequences  associated  with 
their  ordering.  I  think  ordering  behav- 
ior can  change.  Some  data  out  of 
Florida,  a  couple  of  years  ago.  suggested 
that  when  physicians  were  made  aware 
of  the  costs,  they  changed  their  order- 
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ing  behavior  and  became  more  cost  effi- 
cient. By  the  same  totcen.  that  would 
occur  at  the  respiratory  care  staff  level. 
Now.  when  that  happens,  then  that 
brings  added  value  for  that  particular 
staff  member,  as  opposed  to.  perhaps. 
some  others.  I  ran  across  a  blurb  in  a 
newsletter  from  National  Association 
of  Home  Care'  about  a  study  (we're  in 
the  process  of  trying  to  obtain  the  res- 
piratory part  of  that  study )  that  indicated 
that  for  non-Medicare  costs,  the  res- 
piratory professional-services  compo- 
nent (sequestered  from  equipment  costs) 
was  in  the  neighborhood  of  2  billion 
dollars  and  expected  to  move  much, 
much  higher  over  the  next  5  years.  Are 
you  familiar  with  that  study? 
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Walton:  I'm  not  familiiu'  with  that  study. 
I  am  familiar  with  companies  that  are 
reimbursing  for  respiralon'  professional 
services  in  the  home  because  of  this  whole 
continuum  approach  and  are  willing  to 
make  exceptions  to  their  policies  to  cover 
home  respiratory  .services.  We  ha\  e  lots 
of  providers  who  are  at  risk  with  HMOs 
who  are  sending  their  respiratory  care 
practitioners  out.  and  we  have  some  anec- 
dotal infomiation.  AARC  Times,  of  course, 
has  been  very  good  at  publishing  on  that. 

Shrake:  One  of  the  things  you  can  use 
data  for  is  to  create  some  partnerships 
or  make  enoees  into  iueas  that  you'd  like 
to  move  into.  Part  of  our  cost  data  that 
we  looked  at  for  respiratory,  allowed  us 
to  provide  profiles  to  our  pulmonolo- 
gists.  We  said  this  is  your  cost  profile 
for  COPD  and  this  is  your  cost  profile 
for  asthma.  We're  anticipating  that  at 
some  point  in  time,  these  data  may  be 


published,  so.  we're  beginning  to  get 
\ery  interested  in  it.  One  of  the  things 
that  we  identified  was  that  being  in  a 
large  teaching  institution,  the  cost  for 
DRG-88.  (COPD).  was  $400  more  per 
patient  when  there  were  residents 
involved  in  the  case  than  if  there  were 
no  residents  involved  in  the  case.  That's 
what  the  data  showed.  So.  the  "attend- 
ings"  wanted  to  know  the  reasons  for 
that,  and  a  large  piece  of  that  was  the  res- 
piratory therapy  component.  So  that 
became  an  incentive  for  them  to  do  2 
things — really  push  the  respiratory  pro- 
tocol process  with  the  residents  who 
were  taking  care  of  tlieir  patients  and  cre- 
ating their  profiles  and  also  to  invite  res- 
piratory therapists  to  be  involved  in  their 
medical  teaching  rounds,  which  was  also 
mentioned  this  morning.  Those  are  very 
important  partnerships  w  ith  physicians 
that  you  can  develop,  and  you  can  use 
the  data  to  sain  entrv  into  those  areas. 


1997  Respiratory  Care  Open  Forum 

Respiratory  Care  welcomes  abstracts  of  scientific  reports  on  any  aspect  of 
respiratory  care  presented  as 

•  an  original  study 

•  the  evaluation  of  a  method,  device  or  protocol 

•  a  case  or  case  series. 

If  your  abstract  is  accepted  for  publication  in  Respiratory  Care,  you  will  be  invited 
to  present  it  at  the  43rd  International  Convention  &  Exhibition  in  New  Orleans, 
Louisiana. 

See  the  1997  Call  for  Abstracts  in  this  issue  for  more  information. 

Early  deadline:  March  17,  1997 


70 


Respir.atory  Care  •  January  '97  Vol  42  No 


Expanding  Professional  Roles  for  Respiratory  Care  Practitioners 

Shelley  C  Mishoe  PhD  RRT  and  Neil  R  Machime  MD 


What  Is  a  Professional? 

Introduction 

Technical  Roles  vs  Professional  Roles 

The  Professional  RCP  as  Physician  Extender 
What  Skills  &  Traits  Are  Expected  of  Professionals? 

Knowledge 

Technical  Skills 

Cognitive  Skills  &  Critical  Thinking 

Affective  Characteristics 
What  Are  the  Educational  Implications? 

For  Professional  Education 

For  Continuing  Education 
In  Summary 


What  Is  a  Professional? 


Introduction 


Professions  have  existed  throughout  recorded  history,  but 
it  was  not  until  the  twentieth  century  that  efforts  to  define  them 
began.'  Discussions  about  what  distinguishes  a  profession  from 
an  occupation  appeared  as  early  as  1915.-  In  his  controver- 
sial and  seminal  article.  Flexner  responded  to  the  question  Is 
social  work  a  profession?  Today,  in  a  similai-  vein,  we  can  ask 
Is  respiratory  care  a  profession?  The  answer  to  these  ques- 
tions depends  on  many  variables  including  historical,  soci- 
ologic.  economic,  and  political  theories  or  viewpoints.  Depend- 
ing on  whom  one  asks,  one  receives  varying  responses  because 
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there  continues  to  be  debate  about  how  professions  should 
be  defined  and  what  constitutes  a  professional.' 

Studies  of  professions  have  focused  on  comparative  anal- 
ysis, organizational  theory,  the  history  and  process  of  pro- 
fessionalization,  and  class  theoiy.  Early  studies'"  called  atten- 
tion to  issues  of  monopoly,  dominance,  and  elitistn  in  the 
professions.  More  recent  studies''-^  have  focused  on  transna- 
tional studies  in  an  effort  to  understand  the  position  of  pro- 
fessions in  various  nations  and  the  role  of  the  state  in  the 
affairs  of  the  profession.  Such  efforts  to  study  the  profes- 
sions have  attempted  to  specify  special  skills,  traits,  and  defin- 
ing characteristics. 

The  official  categories  or  titles  and  the  criteria  by  which 
professions  are  constituted  provide  critical  contingencies  for 
the  awards  available  to  an  occupation  that  gains  the  status  of 
profession.  In  the  United  States,  there  lue  considerable  advan- 
tages to  being  in  an  occupation  that  has  been  officially  rec- 
ognized as  a  profession.'  Professional  recognition  allows  an 
occupation  to  achieve  many  objectives  including  licensure, 
reimbursement  for  services,  and  impro\  ed  human  resource 
allocation.  A  recent  government-issue  newsletter  from  the 
Agency  for  Health  Care  Policy  Research  ( AHCPR)  indicated 
that  respiratory  care  is  a  profession  according  to  the  defini- 
tion spelled  out  by  the  Public  Health  Service  Act.  title  VII. 
section  701  .**  It  is  good  news  for  respiratory  care  to  be  offi- 
cially recognized  by  the  government  as  a  profession,  but  what 
does  this  mean? 
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There  is  no  single,  widely  accepted  definition  of  profes- 
sion. Some  definitions  describe  a  profession  in  terms  of  some 
level  of  higher  education,  with  members  identified  more  by 
their  educational  status  than  by  their  specific  wcupational  skills. 
This  use  of  tlie  term  inters  special  class  and  elitism.  Other  def- 
initions state  the  concept  of  profession  as  a  limited  number 
of  occupations  that  have  particular  institutional  and  ideologic 
traits  in  common.  TTiis  usage  of  the  term  represents  more  than 
prestige  or  status  because  it  produces  distinctive  occupational 
identities  and  exclusionary  market  shelters.''  For  the  purposes 
of  this  paper,  we  adopt  as  the  definition  of  profession'' 

a  calling  or  vocation  requiriiij:  speciali/ed  knowl- 
edge, methods,  and  skills,  as  well  as  preparation,  in 
an  institution  of  higher  learning,  in  the  scholarly,  sci- 
entific, and  historical  principles  underlying  such  meth- 
ods and  skills. 

By  choosing  and  using  a  definition,  we  can  limit  the  debate 
regarding  what  constitutes  a  profession  in  order  to  focus  on 
the  nature  of  the  work,  necessary  skills,  desirable  traits,  and 
educational  requirements  for  expanded  professional  roles  of 
the  respiratory  care  practitioner  (RCP).  From  this  perspec- 
tive, it  is  possible  to  describe  relationships  among  merely  tech- 
nical roles  and  nmre  inclusixe  professional  roles. 

Technical  Roles  vs  Professional  Roles 

The  kind  of  work  that  professionals  do  is  "complex,  eso- 
teric, and  discretionary  in  character:  it  requires  theoretical 
knowledge,  skill,  and  judgment  that  ordinary  people  do  not 
possess,  may  not  wholly  comprehend  and  cannot  readily  eval- 
uate."^-^""  A  relatively  demanding  period  of  training  is  required 
for  learning  how  to  do  esoteric  and  complex  work  well.  The 
course  of  training  tends  to  create  a  commitment  to  know  ledge 
and  skill  so  that  the  work  done  by  a  professional  becomes  a 
central  life-interest  that  provides  its  own  intrinsic  rewards. 
In  our  opinion,  this  is  a  major  distinction  between  a  merely 
technical  role  and  a  truly  professional  role.  RCPs  who  are  trul\' 
professional  are  eager  to  know  and  learn  as  much  as  possi- 
ble for  the  intrinsic  rewards  and  internal  desire  to  improxe 
themselves  and  their  practice.  As  a  result,  these  individuals 
are  able  to  assume  expanded  roles  as  decision  makers  who 
can  improve  patient  care,  nol  merely  perform  discreet  tech- 
nical tasks.  In  other  words,  a  professional  is  someone  whose 
opinion  counts. 

Professionals  desclop  intellectual  inlcicst  ni  their  work,  so 
they  are  concerned  with  extending  mid  refining  it  because  they 
believe  it  has  a  value  to  society.  Consequently,  professionals 
nol  only  exercise  complex  skills,  but  they  alsi)  identify  them- 
selves with  their  wi)rk.  Professionals  do  not  require  pressures 
or  requirements  IVom  external  sources  such  as  credentialing 
or  professional  organizations.  Professionals  knov\  and  under- 
stand the  puipose  and  \  aliie  of  their  work  and  derive  pleasure 


from  perfomiing  to  their  fullest  potential.  Fuitliemiore.  the  work 
of  professionals  is  of  special  \  alue  to  clients.  This  is  partic- 
ularly true  when  considering  the  health  c;ire  professions.  Pro- 
fessional knowledge  and  skill,  including  the  biological  sciences 
and  health  care,  are  sufficiently  complex  so  that  most  patients 
are  not  able  to  evaluate  it  accurately.  Therefore,  the  clients  of 
professionals  (including  health  care  professionals)  must  place 
more  trust  in  those  professionals  than  they  do  in  others  with 
w  hom  they  interact.'  Health  care  professionals  are  expected 
to  honor  the  trust  that  patients  place  in  them.  This  trust  pre- 
supposes quality  health  care  that  is  ba.sed  upon  current  knowl- 
edge and  technology.  The  knowledge  explosion  and  rapid 
changes  in  technology  absolutely  require  all  professionals  to 
have  a  commitment  to  lifelong  learning  to  ensure  the  tmst  of 
patients.  The  professional  RCP  is  no  exception. 

The  Robert  Wood  Johnson  Foundation  Commission  on 
Medical  Education  recommends  in  the  summary  report  that 
in  addition  to  teaching  biological  knowledge,  medical  schools 
must  help  to  develop  professional  values  such  as  integrity, 
trust,  and  ethics.'"  "  Review  of  reform  initiatives  in  medical 
education  indicate  that  acquisition  of  lifelong  learning  skills, 
values,  and  attitudes  should  receive  emphasis.'-  Technical  skills 
alone  do  not  make  a  professional  and  they  are  insufficient  for 
health  care  professionals  working  now  and  in  the  future. 

Cun'ent  literature  consistently  points  to  the  need  for  reforms 
in  education  to  prepare  health  care  professionals  who  have 
the  skills  and  traits  that  are  required  under  current  and  future 
health  care  deli\er\  systems."  '""  The  amount  of  money  spent 
on  healtli  caie  in  tlie  United  Slates  consumes  a  larger  jiercentage 
of  the  gross  domestic  product  (GDP)  than  in  any  other  nation. 
By  the  Year  2()()(),  it  is  anticipated  that  health  care  costs  will 
exceed  1.6  trillion  dollai's."*  Despite  tliese  costs,  general  indices 
of  health  in  the  U.S..  such  as  infant  mortality,  are  below  those 
of  other  developed  countries.  Also,  there  continue  to  be  bar- 
riers to  and  problems  with  access  to  health  care,  particularly 
in  rural  America  and  the  inner  cities.'^  Consequently,  there 
is  unprecedcntetl  fix'us  and  pressure  to  limit  and  improxe  health 
care  expenditures  in  the  United  States.  The  drive  to  provide 
health  care  witli  greater  access  at  decrea.sed  cost  has  precipitated 
many  changes  in  health  care  delivery.  These  changes  include 
managed  ciue,  seamless  c;ue,  patient-focused  care,  and  numer- 
ous new  models  and  settings  to  deliver  health  care.  Prospec- 
li\e  payment's  impact  has  changed  how  health  care  providers 
must  plan,  manage,  and  think  about  health  c;ire.-"^--  .^s  a  result, 
the  roles,  skills,  and  traits  expected  from  health  care  pro- 
fessionals, including  RCPs,  have  also  changed.  Practitioners 
of  every  discipline  are  learning  or  must  learn  how  to  cope  with 
managed  care  systems.-' 

It  is  no  longer  adequate  to  ha\e  health  care  personnel  with 
discreet  pockets  of  knowledge  or  only  specific  clinical  skills. 
There  is  increased  pressure  to  train  health  care  practitioners 
who  ha\e  professional  competence  exceeding  technical  train- 
ing or  clinical  skills.  .At  the  same  time,  there  is  also  pressure 
for  allied  health  professionals  to  acquire  addilumal  tcchni- 
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cal  skills  so  that  clinicians  are  multiskilled  and  multicom- 
petent.'""  '^  The  pressures  to  change  old  models,  paradigms, 
and  traditions  of  practice  are  not  unique  to  respiratory  care 
or  allied  health,  but  are  experienced  across  the  health  caie  pro- 
fessions including  nursing  and  medicine. 

Employers,  educators,  and  patients  of  respiratoi^  care  pro- 
fessionals would  argue  that  practitioners  should  not  only  have 
medical  knowledge  and  technical  skills,  but  also  professional 
competencies  and  chaiacteristics.-'-'*  (Tables  1-3-'*)  Technical 
knowledge  alone  does  not  equal  professional  competence.-'' 


Competence  is  the  knowledge,  skills,  and  attitudes  that  are 
necessary  for  a  professional  to  be  able  to  perform  according 
to  established  standards  and  requirements  in  a  contextually 
appropriate  work  environment.-''  Because  it  is  difficult  to  ade- 
quately describe  the  term  professional,  it  is  not  surprising  that 
it  is  also  difficult  to  describe  professional  skills.  It  is  safe  to 
say  that  professional  roles  incorporate  various  nontechnical 
skills  including  inteipersonal  skills,  affective  characteristics, 
and  professional  behaviors.-' 

The  Professional  RCF  as  Physician  Extender 


Table  1 .  Future  Scope  of  Practice  for  Professional  Respiratory  Care 
Practitioners.  Representing  Consensus  of  Respiratory  Care 
Educators* 

1.  Mechanical  ventilation/management  and  adjustment 

2.  Invasive  and  noninvasive  cardiodiagnostics  and  cardiopulmonary 
monitoring/cardiac  monitoring/A-line/indwelling  catheter 

3.  Traditional  basic  therapies  (eg.  oxygen  therapy,  aerosol  therapy, 
humidity  therapy,  incentive  spirometry 

4.  Management 

5.  Pulmonary  function  testing 

6.  Treatment  assessment/outcome  assessment 

7.  Home  care 

8.  CPR/resuscitation 

9.  Respiratory  care  of  the  neonatal  and  pediatric  patient 

10.  Arterial  blood  gas  sampling  &  analysis 

1 1 .  Rehabilitation/cardiopulmonary  rehabilitation/pulmonary 
rehabilitation 

12.  Patient/family  education 
1.^.  Protocols 

14.  Health  promotion/disease  prevention 

15.  Smoking  cessation/nicotine  intervention 

16.  Hyperbaric  oxygenation/hyperbaric  medicine 

1 7.  ECMO/other  life-support  techniques 

18.  Management 

19.  Discharge  planning 

20.  Sleep  studies 

21.  Research 

22.  Medication  administration 
2-'!.  Stress  testing/exercise  testing 

24.  Alternate  site  care  delivery 

25.  Bronchoscopy 

26.  Infection  control 

27.  Electrolyte  analysis 

28.  Geriatrics 

29.  Quality/performance  assessment 
.10.  Case  management 

.1 1 .  EEG/neurodiagnostics 

.12.  Computerization/information  management 

.1-1.  Transport/trauma  in-tlight  specialist 

.14.  Metabolics 

.15.  ACLS/NALS/PALS 

16.  Mechanical  cardiac  support 

37.  Ethics 

38.  Teaching/team  management 

39.  Patient-focused  care 

40.  Technology  assessment 

41 .  Charting  and  record  keeping 


Respiratory  care  is  at  a  crossroads  in  its  growth  into  a  pro- 
fession. Historically,  respiratory  care  practitioners  began  as 
inhalation  therapists  in  the  1940s  providing  treatments  requir- 
ing special  equipment  such  as  oxygen  tanks,  aerosol  gener- 
ators, and  positive  pressure  ventilators.  The  obvious  advan- 


Table  2.      Respiratory  Care  Departments  Providing  Traditional  Respira- 
tory Care  Services* 


Services 


%  Providing  Service  in  1992 


Oxygen  therapy 
Mechanical  ventilation 
Chest  physiotherapy 
Bland  aerosol  therapy 
IPPB  therapy 
Intermittent  mask  CPAP 
Incentive  spirometry 
Aerosol  bronchodilator  therapy 
MDI  bronchodilator  therapy 
MDl  steroid  therapy 
Pulse  oximetry 
Blood  gas  analysis 
Pulmonary  function  testing 
Pulmonary  rehabilitation 
Home  care  and/or  DME 


100 
96 
96 
81 
93 
63 
96 

100 
82 
66 
98 
83 
96 
43 
32 


"Reprinted  from  Reference  24. 


Table  3.  Respiratory  Care  Expansion  of  Services  between  1986  and 
1992* 


Service 


Average  %  Change  Since  1986 


Electrocardiograms 

Other  noninvasive  cardiac  tests 

Invasive  cardiac  testing 

Extracorporeal  membrane  oxygenation 

Hyperbaric  oxygenation 

Sleep  laboratory  studies 

Electroencephalography 

Bronchoscopy 

Cardiac  rehabilitation 


6.97 
8.58 
5.91 
4.44 
1.97 
9.53 
3.80 
5.19 
7.72 


^Reprinted  from  Reference  114, 


*  Reprinted  from  Reference  24. 
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tage  held  by  these  practitioners  was  their  equipment  exper- 
tise. These  practitioners  served  an  important  role  assisting  the 
nursing  staff,  and.  indeed,  many  respiratory  care  departments 
were  a  functional  pail  of  nursing  departments.  As  respiratory 
care  grew  and  matured,  the  respiratory  care  practitioner  devel- 
oped into  the  expert  who  could  interface  complex  technol- 
ogy and  abnormal  patient  physiology.  Separate  and  distinct 
respiratory  caie  departments  were  developed  to  support  these 
activities.  Now,  as  we  approach  the  Year  2000.  increasingly 
complex  technology  and  concerns  about  the  costs  of  health 
care  have  placed  the  respiratory  care  practitioner  at  a  cross- 
roads. Specifically.  2  distinct  career  paths  are  emerging  for 
the  RCP:  one  which  builds  on  technical  multitasking,  one  which 
builds  on  professionalism. 

Technical  multitasking  is  a  broader  utilization  of  the  tra- 
ditional task-oriented  practitioner.  At  the  present  time,  this 
type  of  RCP  performs  basic  services  such  as  oxygen  admin- 
istration, aerosol  administration,  and  a  number  of  other  tasks 
that  are  always  linked  to  a  specific  physician  order.  Little  or 
no  assessment  is  required  and  decision-making  is  usually  lim- 
ited to  specific  items  such  as  device  selection  and  'fine  tun- 
ing" of  the  therapy.  These  individuals  often  have  good  pro- 
cedural skills  and  technical  knowledge — the  technical  expertise 
that  makes  these  practitioners  valuable  to  hospitals.  On  the 
other  hand,  because  assessment  and  decision-making  are  not 
major  parts  of  the  job,  these  individuals  arc  often  conceptu- 
ally grouped  by  administrators  with  other  task-oriented  hos- 
pital workers  stich  as  electiocardiograph  technicians,  radiology 
technicians,  phlebotomists,  and  the  like.  This  grouping  con- 
cept is  the  force  behind  the  creation  of  a  broader,  so-called 
multiskilled  practitioner  who  would  function  under  the  super- 
vision of  nurses  on  a  patient  care  tloor.  We  believe  that  this 
type  and  level  of  clinician  will  eventually  compete  with  the 
licensed  practical  nurse  for  job  assignments,  job  recognition, 
and  wages. 

A  second  career  path  has  been  gradually  growing  in  strength 
iner  the  last  decade.  This  is  the  role  of  the  professional  res- 
piratory care  practitioner.  As  described  previously,  the  term 
professional  implies  the  need  for  assessment  and  the  exercising 
of  judgment.  Indeed,  as  we  said,  a  professional  is  sometimes 
referred  to  as  one  whose  opinion  matters.  This  advanced  pro- 
fessional career  track  still  operates  under  medical  direction, 
hut  this  medical  direction  is  in  the  form  of  guidelines  or  pro- 
tocols that  incoiporate  independent  assessment,  judgment,  and 
decision-making.  Examples  include:  \entilator  adjustments 
without  specific  physician  orders;  emergency  airway  man- 
agement to  include  endotracheal  intubation;  up[X'r  airway  endo- 
scopies for  evaluation  of  tube  function;  adjustments  of  aerost)l 
therapies  (both  drug  selection,  drug  dosing,  and  de\  ices);  and 
placement  of  in\  asive  de\  ices,  such  as  arterial  lines  or  cen- 
tral venous  lines.  In  these  roles,  the  ad\  anced  respiratoiy  care 
practitioner  is  a  professional  \\  ho  actually  functions  as  physi- 
cian extender  and  might  he  more  pro[X'rly  comp;ued  to  a  physi- 
cian assistant.  Competillon  of  the  professional  respiratory  care 


practitioner  for  wages  and  prestige  is  no  longer  with  nurses 
only,  rather  it  is  now  with  other  physician  extenders  as  well. 

In  this  advanced  professional  role,  centralized  departments 
remain  critically  important.  This  is  because  equipment  man- 
agement, skills  maintenance,  education,  and  credentialing 
all  require  a  high  level  of  expertise.  If  affiliation  with  other 
departments  is  sought,  the  advanced  professional  respiratory 
care  practitioner  probably  would  do  best  to  be  associated  with 
a  medical/clinical  department  such  as  allergy  and  immunol- 
ogy, anesthesia,  medicine,  pediatrics,  or  surgery.  In  other 
words,  professional  RCPs,  like  physician  assistants,  must  align 
themselves  with  supportive  physician  groups  who  value  their 
expertise  and  realize  they  can  assist  them  in  providing  bet- 
ter patient  care. 

Several  things  must  happen  for  respiratory  care  to  grow 
in  this  ad\  anced  professional  fashion.  First,  respiratory  care 
leaders,  both  nationally  and  in  individual  hospitals,  must  ally 
themselves  closely  with  influential  physicians  to  build  this 
role.  Simply  stated,  a  physician-extender  role  cannot  happen 
without  physician  support.  Second.  RCPs  must  become  com- 
mitted to  making  their  jobs  true  professions.  A  desire  to  take 
their  bitsic  expertise  and  tum  it  into  a  profession  must  be  devel- 
oped. Third,  payers  and  hospital  administrators  must  recognize 
the  cost-effective  nature  of  this  physician  extender  profes- 
sional. We  must  actively  obtain  and  pro\  ide  the  data  through 
our  reseaich  and  our  practices  to  demonstrate  the  value  of  pro- 
fessional RCPs.  It  seems  clear  that  these  advanced  practitioners 
should  he  paid  appropriate  to  their  expertise.  On  the  other  hand, 
it  must  be  pointed  out  that  these  physician  extenders  are.  in 
general,  going  to  be  less  expensive  than  specialist  physicians. 
Fourth,  the  educational  and  credentialing  establishments  for 
professional  RCPs  must  be  at  the  forefront.  Students  must 
be  adequately  prepared  to  develop  the  needed  critical-think- 
ing and  decision-making  skills.  An  associate  degree  is  not 
going  to  be  enough.  Moreo\  er.  students  and  practicing  RCPs 
need  to  be  enthusiastic  about  the  potential  for  this  type  of  pro- 
fessional growth. 

We  believe  that  forces  are  at  work  to  limit  respiratory  care 
to  only  the  task-onented  role.  This  is  not  only  a  waste  of  valu- 
able potential  expertise,  but  it  also  is  ignoring  a  cost-effec- 
tive solution  to  the  professional  needs  iif  respiratory  and  inten- 
sive care.  Therapists,  physicians,  and  educators  need  to  u  ork 
together  to  de\elop  this  truly  professional  role. 

What  Skills  &  Traits  Are  Expected  of  Professionals? 

In  respiratory  ciue  practice,  knowledge  and  technical  skills 
have  been  identified  primarily  through  role-delineation  stud- 
ies conducted  by  the  National  Board  for  Respiratory  Care 
(NBRC).  The  most  recent  studies  conducted  by  the  NBRC 
were  completed  in  1992.  Human  resource  surveys  conducted 
b\  the  American  Association  for  Respiratory  Care  (A  ARC) 
with  the  Arthur  Anderson  Company  offer  additional  infor- 
mation on  the  health  care  cunentK  pro\  ided  by  RCPs  and  the 
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skills  required.  Professional  attributes  needed  b\'  RCPs  have 
been  identified  through  a  Delphi  Study-'  and  through  the  nom- 
inal group  teehnique  utilized  at  the  AARC-sponsored  edu- 
cational consensus  conferences.--'-'''  Recommendations  for  tech- 
nical and  clinical  performance  in  respiratory  caie  have  been 
further  established  and  published  as  Clinical  Practice  Guide- 
lines.-''-" Research  on  critical  thinking  in  respirator,-  care  prac- 
tice has  identified  and  described  the  ciitical-thinking  skills 
and  traits  of  expert  registered  respiratory  therapists  (RRTs) 
working  in  acute  care."'-  "  These  resources  pro\  ide  direction 
on  Vk-hat  comprises  the  knowledge  base  for  respiratory  care 
practice  now  and  into  the  future. 

Furthermore,  a  set  of  core  professional  standards  in  health 
care  has  also  been  identified.'"'  In  recognition  of  the  need  for 
a  highly  skilled  health  care  workforce,  the  U.S.  Department 
of  Education  has  funded  the  National  Health  Care  Skills  Stan- 
dai'ds  Project  (NHCSSP)."  This  is  a  collecti\e  endeax  or  among 
health  services,  labor,  and  the  education  comi-nunity  to  bet- 
ter prepare  tomoiTow  "s  health  care  worker  by  developing  skill 
standards  today .  The  standards  make  explicit  the  knowledge 
and  skills  health  care  workers  need  in  order  to  provide  qual- 
ity health  care.  The  NHCSSP  standards  are  show  n  in  Figure 
I.'-'  These  standards  also  provide  useful  information  on  the 
types  of  knowledge  and  skill  needed  for  RCPs  to  assume  an 
expanded  role  in  health  care.  The  standards  offer  additional 
evidence  that  competent  health  care  requires  practitioners  to 
have  knowledge,  technical  skill,  critical  thinking  abilities,  and 
professional  attributes.  It  seems  ob\  ious  fron"!  current  research 
and  a  review  of  the  literature  that  professional  roles  require 


competencies  that  far  exceed  technical  skills,  psychomotor 
skills,  or  rote  knowledge  of  factual  intormation. 

Knowledge 

The  \  alue  of  being  able  to  recall  lai'ge  amounts  of  domain- 
specific  know  ledge  has  lost  importance  relati\  e  to  the  need 
for  skills  in  how  to  use  and  process  the  abundance  of  know  I- 
edge  that  is  available  within  current  technologic  systems.''"'^' 
The  textbooks  are  often  outdated  before  they  come  from  press 
because  most  occupations  and  professions  experience  ongo- 
ing, rapid  innovation.'"  As  a  result,  it  is  no  longer  possible 
for  schools,  colleges,  or  universities  to  serve  as  the  only  repos- 
itories for  imparting  knowledge.-"' ■"'  Recall  is  not  knowledge. 
However,  to  be  an  effective  health  care  professional,  it  is  essen- 
tial that  RCPs  have  a  solid  know  ledge  base  that  includes  dis- 
cipline-specific content  and  methods.  Clinical  decision-niak- 
ing  involves  general  problem-solving  skills  that  interact  w  ith 
content  knowledge.-"  ""-  Problem  solving  and  critical  think- 
ing aie  not  discreet  skills  that  can  be  practiced  independent 
of  an  intimate  knowledge  of  the  discipline. 

Skilled  performance  requires  practitioners  to  have  prac- 
tical know  ledge  and  abstract,  fornial  know  ledge."  -"-'-'  Re- 
search in  nursing  has  shown  that  declarative  knowledge  at 
first  provides  the  data  to  perform  son-ie  procedures,  and  such 
knowledge  is  essential  for  novices  to  begin  practice. ■'■'"'"  How- 
ever, after  such  procedures  entailing  a  pailicular  clinical  skill 
have  been  performed  a  number  of  times,  they  can  be  applied 
directly  without  declaiative  knowledge.  The  practitioner  w ho 
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moves  from  no\'ice  to  expert  develops  procedural  knowledge. 
This  means  that  procedural  knowledge  is  acquired  only 
through  practice  by  executing  a  skill. ^■**  The  use  of  prac- 
tical knowledge,  not  abstract  or  formal  knowledge,  is  the  basis 
of  expertise.''-'^  ""*  A  major  difference  between  novices  and 
experts  in  any  profession  is  that  experts  have  far  more  pro- 
cedural knowledge."''' 

What  kind  of  know  ledge  base  is  needed  by  RCPs  in  order 
to  assume  an  expanded  role  in  health  care?  The  examination 
matrices  developed  by  the  NBRC  for  entry-lexel  ;ind  advanced- 
level  RCPs  are  utilized  by  educational  programs  to  delineate 
the  current  knowledge  base.  What  about  the  expanding  knowl- 
edge base?  The  National  Consensus  Conference  on  Respi- 
ratory Care  Education  identified  and  ranked  the  41  most  iinpor- 
tant  areas  that  to  be  included  in  the  scope  of  practice  for  the 
RCP  of  the  future.  The  complete  list  is  reported  in  Table  1 . 
The  content  and  skills  identified  through  the  Consensus  Con- 
ference are  consistent  with  the  earlier  findings  from  the  Del- 
phi .Study.-'  Furthennore,  the  proposed  scope  of  practice  coin- 
cides with  similar  studies  and  reports  including  the  Pew 
Commission,'""-'"'  the  Report  of  the  National  Commission 
on  Allied  Health  (NCAH).'"'  and  the  National  Health  Care  Skills 
Standards  Project."  According  to  the  NCAH  report,  curric- 
ular  content  must  emphasize  rural  and  urban  health,  aging, 
maternal  and  child  health,  and  minority  health  in  new  ways 
that  should  result  in  measurable  improvements  in  quality  of 
care.''*  It  should  be  noted  that  our  current  credentialing  exam- 
inations from  the  NBRC  do  not  test  for  competencies  in  geri- 
atrics and  health  prt)motion,  which  are  important  content  areas 
for  the  expanded  role  of  the  RCP.''*--''--''"  •''-  Community-based 
health  care,  patient  and  family  education,  and  care  at  alter- 
nate sites  are  additional  content  areas  that  need  to  be  incor- 
porated. The  knowledge  base  should  also  be  determined  by 
additional  technical-'-''-'  and  cognitive  skills-'*'--'-'"'''  needed 
by  priifessional  RCPs  who  are  capable  of  assuming  expanded 
roles  in  health  care. 

Technical  Skills 

Technical  skills  of  RCPs  are  determined,  in  part,  by  the 
scope  of  practice  at  each  practice  setting  in  which  work  is  per- 
formed. Tables  2  and  .^  indicate  the  type  of  respiratory  care 
ser\ices  performed  as  documented  by  the  1992  Human 
Resource  Survey.-''  These  tables  suggest  the  technical  skills 
required  for  cuneni  scopes  of  practice.  Every  practice  setting 
has  differences  and  Nariations  in  the  duties  and  responsibil- 
ities for  RCPs.  Scope  of  practice  deteniiines  what  patient  care 
duties  ;uid  responsibilities  are  handled  solely  by  RCPs.  shared 
w  ith  nurses  and  ph\  sicians.  or  handled  b\  other  health  care 
professionals.  The  opportunities  to  perform  certain  duties  and 
responsibilities  can  either  facilitate  or  inhibit  the  expanded 
role  of  the  RCP. 

Performing  technical  or  psychomotor  skills  in  aiul  ot  itself 
does  not  necessaril\  expand  or  facilitate  the  role  of  a  pnv 


fessional  in  health  care  practice.  For  example,  if  RCPs  are 
expected  to  draw  arterial  blood  samples  or  perform  electro- 
cardiograms with  Uttle  opportunity  to  discuss  results  with  physi- 
cians or  to  make  patient-care  decisions,  then  the  skill  itself 
does  not  actually  expand  the  role  of  the  RCP.  Once  a  man- 
ual or  psychomotor  skill  is  mastered,  the  activity  itself  does 
not  necessarily  promote  critical  thinking  or  clinical  decision- 
making. However,  if  RCPs  are  able  to  perform  certain  clin- 
ical skills  and  as  a  result,  the  RCPs  have  increased  opportu- 
nities to  participate  in  decision-making,  then  critical  thinking 
is  enhanced.  Consequently,  the  expanded  role  of  the  RCP  can 
be  realized. 

Therefore.  RCPs  must  strive  to  gather,  understand,  and  com- 
municate patient-care  data  related  to  their  technical  expertise 
if  they  are  to  have  an  expanded  role  in  patient-care  decisions. 
For  example,  communicating  data,  such  as  arterial  blood  gas 
values  or  hemodynamic  profiles,  to  physicians  can  increase 
the  RCP's  opportunities  for  patient-care  decision-making.  The 
scope  of  practice  for  RCPs  in  various  settings  either  inhibits 
or  facilitates  critical  thinking  in  respiratory  care  practice. 
Although  technical  and  psychomotor  skills,  in  and  of  them- 
selves, may  not  facilitate  opportunities  for  critical  thinking, 
opportunities  for  critical  thinking  can  be  enhanced  through 
technology  and  protocols.  Furthermore,  the  role  of  respira- 
tory care  departments  and  RCPs  in  obtaining  and  commu- 
nicating clinical  infomiation  facilitates  cntical  thinking  in  res- 
piratory care  practice.^  We  assert  that  to  assume  an  expanded 
role  in  health  care.  RCPs  should  achie\'e  additional  techni- 
cal skills  and  also  examine  how  technical  roles  can  pro\  ide 
greater  opportunities  for  an  increased  professional  role  in  health 
care.  Therefore,  medical  directors  and  managers  should  actisely 
pursue  decision-making  opportunities  when  negotiating  addi- 
tional duties  and  responsibilities  for  professional  RCPs. 

Changes  in  health  care  delivery  actually  provide  unprece- 
dented opportunities  for  advanced-le\  el  RCPs  to  assume  greater 
professional  roles  with  more  responsibility  for  patient  assess- 
ment and  clinical  decision-making.  There  are  also  opportu- 
nities for  entry  -level  RCPs  to  expand  their  technical  skills  fur- 
ther and  therefore  expand  their  scope  of  practice.  Under 
managed  care,  there  is  aii  incenti\e  to  provide  acceptable  health 
care  at  the  lowest  possible  cost.  Consequently.  RCPs  who  pos- 
sess professional  competence  are  assuming  greater  decision- 
making. There  is  evidence  that  respiratory  therapists  can  be 
better  allocators  of  respiratory  care  than  are  other  health  care 
providers'-^'*  and  can  lessen  misallocation  of  respiratory  care 
services.-'"''-'''*  especially  w hen  protcxols  are  in  place.'''' The  effec- 
tiveness of  the  implementation  of  protocols  provides  evidence 
for  an  expanded  role  for  RCPs.'*"' 

Critical  pathvv  ays  and  protocols  give  RCPs  opportunities 
to  make  patient-care  decisions  within  certain  parameters  or 
guidelines,  in  some  settings,  there  are  protocols  in  place  for 
more  basic  therapies  such  as  oxygen,  aerosol,  humidity,  incen- 
tive spirometry .  and  chest  physical  therapy  with  percussion. 
In  other  settings.  RCPs  are  developing  and  implementing  care 


76 


Respiratory  Care  •  January  "97  Vol  42  No  1 


Expanding  Professional  Roles  for  RCPs 


plans,  managing  aii"wa\s  and  mechanical  \entilation.  and  mak- 
ing decisions  on  the  type  of  respirator,  care  that  is  most  appro- 
priate for  particular  patients.*""*-  Protocols  generally  specify 
guidelines  that  RCPs  can  follow  to  make  changes  in  patient 
care,  using  physiologic  and  clinical  criteria,  witliout  consulting 
with  physicians.  Consequently,  the  opportunity  to  implement 
protocols  in  practice  depends  on  physician  support  and  per- 
ceptions that  the  RCP  is  capable  of  handling  additional  respon- 
sibility for  patient  care.  The  opportunity  for  respiratory  ther- 
apists to  manage  respiratory  care  within  specified  guidelines 
using  protocols  requires  the  therapists  to  develop  strong  patient 
assessment  skills  and  critical  thinking  skills  to  coincide  with 
their  expanded  scope  of  practice. '-■^■' 

What  types  of  technical  skills  are  desirable  for  RCPs  to 
have  an  expanded  role?  There  are  many  ways  to  address  this 
issue.  One  way  is  to  look  at  all  the  cun"ent  and  speculated  areas 
of  practice  to  specifically  identify  the  skills  and  attitudes  needed 
for  those  work  environments.  A  variety  of  papers  in  this  issue 
of  the  Journal  achieve  this  goal  by  addressing  the  expanded 
role  of  the  RCP  across  tlie  full  range  of  practice  settings,  includ- 
ing hospitals,  clinical  and  ambulatory  sites,  community  health 
centers,  home  health,  and  long-term  care  facilities.  Another 
way  to  describe  needed  skills  is  to  look  specifically  at  the  tra- 
ditional roles  of  physicians,  nurses,  and  other  allied  health  prac- 
titioners in  health  care  and  propose  how  the  advanced  level 
RCP  could  assume  those  roles. 

According  to  the  Pew  Health  Commission,'*  broadly  appli- 
cable competencies  are  a  better  investment  than  narrow  occu- 
pational skills  for  individual  allied  health  professions.  There 
is  no  debate  regarding  the  need  for  educational  reform  to  ade- 
quately prepare  allied  health  professionals  for  cuirent  health 
care  delivery  systems.  However,  the  Pew  Commission  report  1 6 
states  that  there  is  also  a  need  for  individual  allied  health  pro- 
fessionals to  re-evaluate  their  own  skills  portfolios  to  ensure 
their  educational  choices  and  work  experiences  advance  ver- 
satility as  well  as  expertise.  It  is  estimated  that  more  than  6 
million  allied  health  practitioners  are  currently  working  in  the 
U.S.  health  care  delivery  system.'""  Which  allied  health  pro- 
fessionals are  appropriately  trained,  educated,  and  credentialed 
to  assume  additional  duties  and  responsibilities?'"*  How  would 
access  to  health  care  services  be  affected  if  RCPs  roles  were 
expanded  or  eliminated?  Whose  additional  duties  and  respon- 
sibilities could  be  absorbed  by  RCPs?  What  are  the  differ- 
ences between  entry-level  and  advanced-level  RCPs?  How 
should  those  differences  be  implemented  in  practice? 

It  is  proposed  that  expanding  the  roles  of  allied  health  and 
support  personnel  can  increase  efficiency,  improve  appro- 
priateness of  care,  minimize  barriers  to  care,  improve  dis- 
tribution of  care,  and  ultimately  provide  health  care  to  meet 
consumers  needs  at  the  lowest  cost.'"*'*'''  Much  of  the  allied 
health  literature  calls  for  practitioners  who  are  multiskilled 
and  multicompetent.'^  '■"*-'  However,  there  is  no  evidence  that 
multiskilling  in  and  of  itself  will  assure  appropriate  utiliza- 
tion and  ultimately  decrease  costs.'"*  Nonetheless,  there  is  gen- 


eral consensus  that  allied  health  practitioners,  including  RCPs, 
must  broaden  their  skills  in\ entory  in  order  to  achie\e  an 
expanded  role.  Furthermore,  an  expanded  role  for  both  tech- 
nicians and  therapists  across  the  allied  health  cai"e  disciplines 
is  essential  to  the  delivery  of  quality  health  care  at  a  reasonable 
cost.'"*  Consequently,  allied  health  professionals,  including 
RCPs  need  to  be  educated  to  handle  more  clinical  responsi- 
bilities than  in  the  past. 

For  example,  a  certified  respiratory  therapy  care  techni- 
cian (CRTT)  may  also  be  the  electrocardiogram  I EKG)  tech- 
nician or  the  technician  who  performs  nciious  and  arterial  punc- 
tures. However,  the  technician  should  relay  those  results  to 
an  advanced-le\el  RCP  who  understands  the  data  aiid  ciui  com- 
municate effectively  with  other  health  c;ue  professionals,  espe- 
cially nurses  and  physicians.  The  Report  of  the  National  Com- 
mission on  Allied  Health'*  endorses  models  for  health  care 
delivery  in  which  technicians  ai'e  directly  supervised  and  man- 
aged by  therapists  who  have  additional  education,  experience, 
and  professional  competence.  When  developing  expanded 
roles  for  RCPs,  it  is  important  that  technical  roles  be  sepa- 
rated from  professional  roles.  Examples  of  technical  skills 
ai'e  setting  up  oxygen,  delivering  aerosols,  and  following  physi- 
cian orders  for  ventilation.  Examples  of  professional  activ- 
ities for  advanced-level  RCPs  include  consultation  on  appro- 
priate dosing  and  medication  type,  setting  up  ventilators 
according  to  physiologic  end  points,  and  consultation  on  wean- 
ing strategies. 

Another  example  of  expanded  roles  for  RCPs  would  be 
for  respiratory  therapists  with  Advanced  Cardiac  Life  Sup- 
port (ACLS)  training  to  assume  numerous  and  perhaps  all 
ACLS  responsibilities.*"*'**  It  is  not  necessary  for  RCPs  with 
ACLS  training  to  be  limited  to  the  airway  and  ventilation.*' 
RCPs  who  demonstrate  the  necessary  knowledge,  skills,  and 
attitudes  can  better  utilize  their  ACLS  training  and  skills.***' 
Numerous  other  possibilities  exist  and  many  have  already  been 
implemented.  Other  papers  from  this  Conference  address  addi- 
tional opportunities  in  great  detail  indicating  specific  skills 
and  traits  needed  for  each  practice  setting.  Unfortunately,  the 
push  for  multiskilling  has  progressed  without  study  by  many 
of  the  professions  to  actually  define  the  clinical  duties  of  the 
multiskilled  practitioner.'*  According  to  the  NCAH,'"*  this  lack 
of  serious  study  could  lead  to  problems  with  quality  of  care 
that  might  serve  to  discourage  further  role  expansions.  To 
develop  a  multiskilled  approach  to  delivery  of  care,  neces- 
sary competencies  must  be  identified.''*-*  Also,  the  relationship 
of  those  competencies  to  positive  clinical  outcomes  need  to 
be  articulated. 

According  to  the  NCAH,'^  no  central  entity  is  in  a  posi- 
tion to  identify  the  necessary  education,  training  and  com- 
petency requirements  for  multiskilled  practitioners.  There- 
fore, we  must  ask  To  what  degree  should  health  care  providers 
be  allowed  to  add  to  their  clinical  skills  without  assurances 
that  they  are  qualified?  Being  qualified  generally  means  that 
the  individual  can  pert'orm  safely,  effectively  and  efficiently. 
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Without  in-depth  education,  few  health  care  providers  are 
equipped  to  assess  the  appropriateness  of  specific  clinical  inter- 
ventions.''* Practitioners  must  have  domain-specific  knowl- 
edge including  content  and  procedural  know  ledge  in  order 
to  sohe  problems  in  practice.''*'"''^ 

The  NHCSSP"  is  beginning  to  address  the  knowledge  and 
skills  needed  by  competent  health  care  professionals.  How- 
e\er.  these  standards  do  not  specificalK'  address  technical  and 
clinical  skills  that  could  ser\e  as  a  core  for  the  multiskilled 
practitioner.  The  action  agenda  proposed  by  the  second  Nation;il 
Educational  Consensus  Conference-^  also  does  not  specify 
the  skills  needed  for  the  ""multiskilled  RCP."  However,  it  is 
proposed  that  multiskilled  competencies  should  be  addressed 
through  post-associate-degree  specialty  education.-^  The  rec- 
ommendation is  that  multiskilling  for  the  RCP  should  be  han- 
dled through  post-entry-le\el  education,  beyond  the  associ- 
ate degree,  with  specialty  credentials  to  verify  additional 
expertise.-**  Further  discussion  and  study  is  needed  to  iden- 
tify and  describe  the  multiskilled  RCP. 

If  expansion  of  clinical  roles  for  tlie  RCP  are  to  occur,  efforts 
must  be  made  to  change  the  traditional  views  of  scope  of  prac- 
tice in  health  care.  Reforms  in  education  and  credentialing. 
including  licensure  and  accreditation,  iue  also  necessary.  Mod- 
els of  care  whereby  therapists  super\  ise  technicians  deserve 
further  in\'estigation  as  one  means  to  assure  that  someone  is 
capable  of  evaluating  the  effects  of  current  treatment  plans 
and  making  necessary  recommendations.  However,  e\ en  then 
the  super\  isors  ma>  not  has  e  sufficient  training  to  evaluate 
clinical  inlenentions  across  the  disciplines.  Research  has  shown 
that  physicians,*^-'"  nurses.''"'  and  respiratory  therapists--  who 
make  accurate  decisions  in  their  area  of  specialty  are  not  as 
likely  to  do  so  when  considering  problems  in  another  specialty. 
We  must  ask  In  today's  technologically  complex  and  infor- 
mation-rich environments,  is  it  possible  to  be  both  a  gener- 
alist  and  a  specialist'.'  It  seems  then  that  the  goals  for  the  mul- 
tiskilled practitioner  may  be  at  odds  with  the  goals  for 
practitioners  who  can  better  assess  appropriateness  of  care. 
These  issues  point  to  the  essential  need  for  RCPs  who  have 
cognitive  skills  and  professional  competencies  in  addition  to 
clinical  skills. 

Cognitive  Skills  &  Critical  Thinking 

Within  the  past  50  \cars.  schools  and  programs  concerned 
w  iih  leaching  scientific  aiui  professional  knowledge  have  seen 
a  know  ledge  explosion.  In  the  quest  lor  production  of  the  tech- 
nicall)  ideal  graduate,  ihe  educatii)nal  process  has  generally 
concentrated  on  knowledge  and  psychomotor  skill,  often  at 
the  expense  of  the  affecli\e  or  nontechnical  component.-'  Cur- 
rent medical  literature  emphasizes  the  importance  of  cogni- 
tive skills  because  processing  information  and  making  deci- 
sions are  at  the  heai"t  of  clinical  practice.^'""  To  function 
effectively  in  todav's  complex  health  care  deli\ery  systems, 
il  is  imperativ  e  thai  RCPs  master  Ihe  thinking  and  reasoning 


skills  that  are  needed  to  process  and  use  information.  Pro- 
fessional RCPs  must  know  how  to  think  if  the\  are  to  assume 
expanded  roles  in  health  care. 

Clinicians  need  not  only  a  broad  know  ledge  base  but  also 
critical  thinking  abilities  that  incoiporate  skills  in  logical  rea- 
soning, problem  solving,  judgment,  decision-making,  scientific 
reasoning,  reflection,  and  lifelong  learning.  Therefore,  it  is 
not  surprising  that  in  more  recent  years,  the  professions  of 
medicine.-"'-""''*  nursing,*'  and  allied  health-"*-*-**  have  given 
attention  to  fostering  critical  thinking  in  an  effort  to  improve 
clinical  judgment  and  decision-making.  The  need  to  prepare 
RCPs  with  developed  critical  thinking  skills  is  evident  by  exam- 
ining the  A  ARC  Delphi  Study.-'  the  1991  A  ARC  Board  of 
Directors  report  on  the  RCP  2001  .^''  and  the  proceedings  of 
the  AARC  Educational  Consensus  Conferences.-"*--* 

In  many  respects,  the  respiratory  care  profession  has  already 
placed  considerable  emphasis  on  the  need  to  train  practitioners 
w  ho  can  gather  information  and  make  appropriate  clinical  deci- 
sions. This  emphasis  is  particul;u"ly  evident  in  the  NBRC  cre- 
dentialing examinations  for  RRTs.  The  current  clinical  sim- 
ulation examinations  from  the  NBRC  are  recognized  by  experts 
in  critical  thinking  theory .  assessment,  and  research  to  be  exam- 
ples of  critical-thinking-assessment  tools  that  are  domain-spe- 
citic.*''  Few  health  care  credentialing  examinations  have  this 
distinction.  Howe\er.  it  is  unfortunate  for  the  respiratory  care 
profession  that  the  roles  of  certified  respiratory  care  techni- 
cians (CRTTs)  and  RRTs  have  been  blended  in  practice.  The 
NBRC  credentialing  examinations  clearls  specify  role  delin- 
eations and  competencies  for  CRTTs  and  RRTs.  but  in  numer- 
ous settings  the  respiratory  care  profession  has  allowed  tech- 
nicians to  assume  the  role  of  therapist.  Our  accreditation 
mechanisms  also  clearly  differentiate  between  technician  and 
therapist  educational  programs.  However,  it  seems  we  have 
circuniN ented  the  credentialing  systems  that  ha\e  been  so  care- 
fully established  and  \  alidated  b\  ignonng  differences  between 
these  roles  in  actual  practice.  Consequently,  we  have  often 
been  e\  akiated  by  our  least  common  denominator — the  tech- 
nical role  rather  than  the  professional  role.'' 

The  RCP  nomenclature,  related  to  state  credentialing  such 
as  licensure,  further  confuses  the  differences  between  tech- 
nicians and  therapists.  If  the  RCP  is  to  assume  an  expanded 
role  in  health  care  then  we  must  clearly  differentiate  in  prac- 
tice betw  een  the  role  of  the  entry  -le\el  RCP  and  the  advanced- 
le\el  RCP.  To  continue  to  do  otherwise  is  to  kid  ourselves. 
This  means  that  technical  and  professional  roles  must  be  dif- 
ferentiated and  most  importantly,  iniplemented.  At  the  same 
time,  vse  should  work  tow  ards  expanding  the  roles  of  entry- 
level  and  advanced-level  RCPs. 

There  is  momentum  to  upgrade  entry-le\  el  requirements 
to  the  associate  degree,  w  hich  is  appropriate  for  the  respiratory- 
care  profession.  Further  discussions  are  warranted  to  deter- 
mine what  this  will  mean.  Does  this  mean  we  will  have  only 
one  le\el  of  practice  at  the  therapist  lexel  including  gradu- 
ates w  iih  either  associate  or  baccalaureate  degrees'?  Or.  does 
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this  mean  that  there  will  continue  to  be  two  levels  of  prac- 
tice with  an  upgraded  entry-level?  If  so,  what  will  be  the  edu- 
cational and  credentialing  differences  between  entry  level  and 
advanced  level?  If  there  will  continue  to  be  two  levels  of  train- 
ing and  credentialing.  then  how  w  ill  tliose  distinctions  be  imple- 
mented in  practice?  As  stated  earlier,  the  associate  degree  is 
not  going  to  be  enough  for  the  professional  role  of  advanced- 
level  RCPs  who  can  function  as  independent  decision  mak- 
ers. These  issues  must  be  resolved  if  we  are  to  expand  the  pro- 
fessional role  and  pro\  ide  greater  opportunities  for  RCPs  w  ho 
ai'e  capable  of  critical  thinking  and  decision-making  in  clin- 
ical practice. 

What  is  critical  thinking?  Rich  concepts  of  critical  think- 
ing presuppose  basic  skills  including  problem  solv  ing  and  deci- 
sion-making, as  well  as  related  skills,  including  reading,  writ- 
ing, and  speaking. ****  Critical  thinking  is  not  sophist  thinking 
that  can  be  relegated  to  academic  exercises.  It  is  shallow  def- 
initions of  critical  thinking  that  distinguish  critical  thinking 
from  problem  solving  and  decision-making  and  from  speak- 
ing, writing,  and  reading.  Speaking  requires  that  we  articu- 
late our  thoughts  in  such  a  way  that  others  listening  can  trans- 
late our  thoughts  into  experiences.  Listening  requires  that  we 
analyze  the  logic  of  the  speaker.  Intellectually  disciplined  speak- 
ing, reading,  writing,  and  listening  requine  tliat  we  "work  explic- 
itly with  the  logic  we  are  constructing  or  reconstmcting.  using 
our  grasp  of  the  standards  of  critical  thinking  to  communi- 
cate accurately  and  precisely,  effectively  solve  problems,  and 
rationally  make  decisions. "''**'^ 

A  list  of  core,  cognitive  skills  is  shown  in  Table  4.'^'' This 
expert  list  of  core  cognitive  skills  is  useful  in  that  it  can  pro- 
vide the  basis  for  establishing  minimal  educational  goals  and 
standards  for  incorporation  of  cognitive  skills  within  respi- 
ratory care  curricula  and  continuing  education.  Additional  affec- 
tive, professional,  and  practical  skills  related  to  critical  think- 
ing in  actual  practice  should  also  be  incoiporated  so  that  there 
can  be  development  of  related  attributes  and  characteristics. 
We  believe  that  most  aspects  of  professional  and  continuing 
education,  including  evaluation  mechanisms  such  as  exam- 
inations, require  professionals  to  make  individual  decisions. 
The  ways  that  professionals  earn  formal  degrees  and  obtain 
credentials  generally  involve  individual  competencies  of  the 
practitioner.  Improved  cognitive  skills  can  facilitate  critical 
thinking  in  practice.  Howev er.  cognitive  skills  alone  are  inad- 
equate for  critical  thinking  in  practice.  To  be  effective  in  prac- 
tice, RCPs  must  also  have  practical  skills  and  be  able  to  com- 
municate and  negotiate  effectively.  Furthermore,  they  must 
retlect  on  their  decisions,  beliefs,  and  actions  in  order  to  fur- 
ther develop  critical  thinking  skills  and  traits.-'--"'*''**  Shared 
decision-making  and  shared  cognition,  which  require  com- 
municating and  negotiating  skills,  are  characteristic  features 
of  critical  thinking  in  actual  practice.'-'-' 

Critical  thinking  in  respiratory  care  practice  is  not  possi- 
ble unless  the  practitioner  can  communicate  effectively  with 
others  as  a  primary  means  for  giving  and  receiving  information 


Table  4.      Core  Cognitive  Critical  Thinking  Skills.  Representing 
Consensus  of  Respiratory  Care  Educators* 

1.  Interpretation 

a.  Categorization 

b.  Decoding  significance 

c.  Clarifying  meaning 

2.  Analysis 

a.  Examining  ideas 

b.  Identifying  arguments 

c.  Analyzing  arguments 
?i.  Evaluation 

a.  Assessing  claims 

b.  Assessing  arguments 

4.  Inference 

a.  Query  ing  e\  idence 

b.  Conjecturing  alternatives 

c.  Drawing  conclusions 

5.  Explanation 

a.  Stating  results 

b.  Justifying  procedures 

c.  Presenting  arguments 

6.  Self-regulation 

a.  Self-examination 

b.  Self-correction 


'Reprinted  from  Reference  S6, 


needed  for  patient  care.'-  "  If  the  therapist  cannot  commu- 
nicate effectively,  there  will  be  insufficient  information  to  inter- 
pret, analyze,  evaluate,  infer,  explain,  or  judge — the  essence 
of  cognitive  critical  thinking  skills.  Thus,  the  development 
of  cognitive  skills  and  metacognitive  strategies  for  decision- 
niiiking  are  useful,  but  insufficient  for  decision-making  in  actual 
clinical  practice.  Related  skills  including  communicating  and 
negotiating  are  essential  for  decision-making  and  critical  think- 
ing  in  practice. 

RCPs  working  in  skilled  nursing  facilities  (SNFs)  are  expe- 
riencing firsthand  the  importance  of  effective  communications. 
In  the  skilled  nursing  setting.  RCPs  are  not  expected  simply 
to  follow  medical  orders,  which  is  still  customaiy  in  some  acute 
care  settings.-'-"  Rather,  RCPs  have  the  opportunity  to  develop 
and  recommend  care  plans  for  those  patients  who  have  car- 
diopulmonary health-related  problems  and  limitations.  RCPs 
providing  respiratory  care  services  to  SNFs  must  be  able  to 
adequately  assess  the  patient,  develop  a  cai-e  plan,  provide  appro- 
priate therapy,  and  document  the  patient's  progress,  in  order 
to  be  reimbursed  for  services.  RCPs  must  be  able  to  com- 
municate effectively  during  interactions  with  patients  in  order 
to  dev  elop  the  most  appropriate  care  plan  to  achieve  maxi- 
mum health  benefits  within  a  specified  period  of  time.  When 
the  goal  is  to  assist  the  patient  to  achieve  improved  levels  of 
pulmonary  function  and  improved  quality  of  life,  it  is  essen- 
tial that  RCPs  understand  the  patient  through  effective  com- 
munications. Then,  tine  RCP  must  be  able  to  communicate  effec- 
tively with  otlier  members  of  the  health  care  team.  Furthemiore, 
accurate  and  complete  written  communications  are  critical  in 
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order  to  submit  clean  bills  that  qualify  for  reimbursement  of 
services.  This  final  criteria  places  increased  responsibility  and 
accountability  on  the  RCP. 

RCPs  must  have  ne>:otiating  skills  if  they  are  to  influence 
patient  care  via  the  medical  orders,  protocols,  and  care  plans. 
Tlie  ability  to  negotiate  requires  effective  communication  skills 
and  the  ability  to  provide  reasons  in  support  of  health  care  rec- 
ommendations. Opportunities  for  shared  decision-making  in 
respiratory  care  practice  are  affected  in  part  by  the  RCPs"  abil- 
ities to  provide  reasons  with  their  suggestions  for  patient  c;ire.'- 
Furthermore,  communications  and  negotiations  within  health 
care  organizations  are  somewhat  unique  due  to  these  factors: 
urgencv  of  the  activities  (ie.  emergencies),  differences  in  sta- 
tus and  educational  levels,  gender  socialization  differences, 
and.  cultural  differences.'*'-'-^"  In  every  organization  there  are 
status  and  pou  er  differences  among  w  orkers;  however,  in  health 
care  these  differences  are  accentuated.  Physicians  are  well 
educated  and  enjoy  high  professional  status  and  health  pro- 
fessionals with  lower  status  have  contact  vv  ith  physicians  many 
times  each  day.  Tliere  lue  probably  more  interactions  with  high- 
status  and  highly  educated  people  (physicians)  and  lower-sta- 
tus and  less  educated  people  (other  health  care  profession- 
als) in  healthcare  organizations  than  in  most  other 
organizations.*"  Furthemiore,  physicians  have  legitimate  power 
thiough  wilting  of  patient-care  orders  imd  iue  ultimately  respon- 
sible for  patient-care  decisions.  The  implications  are  that  edu- 
cators must  provide  opportunities  for  professionals  to  develop 
negotiating  skills  to  include  related  communication  and  rea- 
soning abilities. 

Health  professions  place  emphasis  on  peer  interaction  and 
collaboration  in  order  to  optimize  decision-making  and 
inipiine  the  quality  i)f  patient  care."""-  RCPs  often  discuss 
their  actions  and  decisions  with  others,  including  nurses  and 
ph\  sicians.  e\  en  v\  hen  they  have  autonomy  for  a  particular 
aspect  of  patient  care. '-  Nurses  and  physicians  also  discuss 
niimert>us  aspects  of  their  patient  care  with  respiratory  ther- 
apists as  a  means  of  obtaining  another  viewpoint,  sugges- 
tion, or  additional  information.'-  Decision-making,  com- 
municating, and  negotiating  are  necessary  skills  for  shared 
competence,  shared  cognition,  and  critical  thinking  in  res- 
piratory care  practice.  The  expanded  nile  of  the  RCP  requires 
clinicians  w  ith  the  necessai^  skills  and  traits  for  shared  cog- 
nition and  decision-making  in  health  care. 

Affective  Characteristics 

Affective  behaviors  arc  those  that  retlcct  one's  attitudes. 
interests,  and  beliefs.'"  Behavioral  and  affective  character- 
istics that  are  loosely  classified  as  professional  are  difficult 
to  identify,  explain,  or  recognize  in  a  practice  setting.  How- 
ever, research  and  consensus  opinion  consistently  point  to 
specific  competencies  and  attitudes  that  are  expected  from 
competent  health  care  professionals.  .Some  attributes  such 
as  cihical  bchav  ior.  tiiisivvorthiness.  medical-legal  perspectives. 


dedication,  and  dependability  are  generic  across  the  pro- 
fessions, but  others  may  be  profession-specific.""'  Professional 
attributes  have  been  identified  through  research  involving 
scientific  methods  and  statistical  analysis  and  through  group 
meetings,  both  formal  and  intbrmal.  Viu-ious  methodologies 
and  designs  have  different  strengths  and  weaknesses.  For 
example,  the  Delphi  technique  is  appropriate  for  identify- 
ing subjective  factors  or  variables  that  are  either  intangible 
or  vague.'*''''  The  Delphi,  however,  may  present  problems 
if  the  qualifications  of  the  "experts"  are  not  clarified"**  or  if 
the  group  fails  to  reach  consensus."" 

Attention  has  also  been  given  to  affective  characteristics 
that  are  common  among  critical  thinkers.'*'''™  The  critical 
tlimker  is  ch;uacterized  as  someone  who  has  a  general  approach 
to  living  that  includes  inquisitiveness,  concern  to  be  well- 
informed,  self-confidence  in  one's  own  ability  to  reason,  alert- 
ness to  opportunities  to  use  critical  thinking,  tmst  in  the  pro- 
cess of  reasoning,  open-mindedness.  flexibility,  understanding 
of  the  opinions  of  others,  fair-mindedness,  honesty,  prudence 
in  suspending  judgment,  and  willingness  to  reconsider.**^  It 
is  interesting  that  many  of  these  traits  are  considered  to  be  core 
skills  for  health  care  workers  according  to  the  NHCSSP." 

A  study  of  respiratory  therapists  working  in  acute  care 
revealed  that  the  following  traits  are  related  to  critical  think- 
ing in  practice:  ( I )  willingness  to  reconsider:  (2)  apprecia- 
tion of  nuiltiple  perspectives:  (?>)  willingness  to  chiillenge  some- 
one else  under  specific  circumstances  regardless  of  power 
stiTictures:  (4)  understanding  of  how  the  behavior  of  other  RCPs 
impacts  them  and  their  profession:  (5)  responsibility  for  their 
own  learning  and  understanding:  and  (6)  openness  to  continuing 
change  in  their  personal  and  professional  lives."  This  study 
also  found  that  critical  thinking  in  practice  is  affected  by  the 
knowledge,  skills,  attitudes  and  organizational  variables.  It 
is  the  combination  of  these  influences  that  detennine  the  degree 
to  which  RCPs  demonstrate  critical  thinking  in  their  practice. 

Probably  everyone  with  any  amount  or  degree  of  clini- 
cal experience  has  encountered  individuals  who  have  skill 
and  knowledge,  but  who  are  unable  or  unwilling  to  assume 
a  professional  role.  A  highly  skilled  and  knowledgeable  RCP 
who  is  lacking  the  necessary  affective  characteristics  can- 
not assume  an  expanded  role,  nor  can  an  RCP  with  a  great 
attitude  but  inadequate  skills  and  knowledge.  Changes  in  health 
care  have  placed  additional  attention  on  teamwork  and  inter- 
personal skills  as  absolutely  essential  for  effective  prac- 
(j(.e_i3-i7a3.24.28  inteipersonal  skills  encompass  communicating, 
negotiating,  and  shared  decision-making  in  addition  to  desir- 
able affective  characteristics. 

A  list  of  affective  characteristics  that  are  important  for  the 
expanded  role  of  the  RCP  is  proposed  in  Table  3.-'  This  com- 
prehensive list  adequately  expresses  the  types  of  traits  and 
ch;u-acteristics  needed  by  professional  RCPs.  Additional  sources 
suggest  that  these  chaiacteristics  ;ue  important  for  critical  think- 
ing.'-'""  implementation  of  protocols."""  utilization  of  clin- 
ical practice  guidelines,  and  expanded  roles  for  the  RCP.-''-'* 
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A  clear-cut  definition  of  appropriate  behaviors  is  elusive;  there- 
fore it  is  important  that  educators  and  managers  reach  con- 
sensus about  appropnate  beha\iors  w itliin  their  respective  orga- 
nizations and  the  situational  context. 

Table  5.      Important  Attributes  and  Characteristics  Needed  by  Future 
Respiratory  Care  Practitioners  as  Determined  by  the  AARC 
Delphi  Study 

Sensitivity  to  and  respect  for  the  needs  of  others  ( 100)' 

Dependability/reliability/responsibility  (maturity)  (99) 

Flexibility  (ability  to  adapt  to  change)  (99) 

Ability  to  handle  stress  (98) 

Conscientiousness  (hard-working,  high  standards)  (97) 

Integrity  (honesty,  sincerity,  ethical  behavior)  (99) 

Compassionate,  caring,  empathetic  (95) 

Courtesy,  tactfulness  (96) 

Self-motivation  (initiative)  (98) 

Patience  and  understanding  (95) 

Desire  to  help  others  (98) 

Self-direction  (95) 

People-orientation  (humanism)  (95) 

Self-esteem/confidence  (94) 

Friendliness  and  being  personable  (91) 

Tolerance  ( 87 ) 

Respect  for  authority  (90) 

Health-oriented  behaviors  (81) 

Assertiveness  (81) 

Interpersonal  skills  (team  work,  conflict  resolution)  (98) 

Willingness  to  learn  (99) 

Professionalism  (image,  pride,  career-versus-job  attitude)  (98) 

Commitment/dedication  to  professions  (98) 

Motivation  for  continuing  learning  (96) 

Growth  though  educational  activity  (94) 

Ability  to  give  and  receive  criticism  (96) 

■Ability  to  effect  and  manage  change  (90) 

Self-directed  learning  skills  (96) 

Enjoyment  of  learning  (91) 

Credentials  (95) 

Determination/perseverance  (98) 

Goal  orientation  (95) 

Loyalty  to  colleagues  and  institution  (84) 

Positive  outlook/sense  of  humor  (88) 


*Reprinled  from  Reference  23. 

t  Numbers  in  parentheses  are  percent  of  panelists  wlio  believed  the  topic  to  be 

important 


sified  concern  about  balancing  technology  to  impro\e  patient 
care,  weighed  against  its  effects  on  human  values  and  the  inter- 
personal aspects  to  provisions  of  care.  The  most  often  cited 
reason  for  not  teaching  professional  attributes  is  that  the  need 
for  imparting  massixe  amounts  of  technical  information  is  more 
important  than  teaching  other  skills.'"'^  However,  preparing 
RCPs  for  current  and  expanding  roles  requires  establishing, 
accepting,  and  implementing  criteria  for  reforms  in  profes- 
sional education  and  continuing  education. 

After  examining  the  knowledge,  technical  skills,  cognitive 
skills,  and  affective  characteiistics  needed  for  RCPs  to  assume 
expanded  roles  in  health  care,  it  is  obvious  that  there  is  a  need 
for  educational  refoiTn  in  respiratory  care.  Educational  refonn 
is  needed  in  program  length,  program  content,  and  the  entire 
process  of  education.  It  is  not  possible  to  prepare  professional 
RCPs  through  brief  vocational  training  or  independent  home 
study.  Programs  must  be  of  sufficient  length  to  adequately  pre- 
pare RCPs  for  expected  roles.  Furthermore,  expanded  roles 
for  RCPs  require  individuals  who  are  prepared  beyond  entry 
level  and  who  have  additional  education  and  experience  to 
assume  a  broader  scope  of  professional  practice. 

A  critical  analysis  of  respiratory  care  scope  of  practice  and 
education  documents  the  evidence  and  reasons  why  scope 
of  practice  must  be  consistent  with  levels  of  education  and 
appropriate  credentialing.'""  Interested  or  skeptical  readers 
are  encouraged  to  critically  read  and  review  this  resource  that 
clearly  documents  the  known  relationships  among  respira- 
tory care  education,  scope  of  practice,  and  performance  by 
RCPs.  The  following  quote  summarizes  the  article  and.  to 
us,  says  it  best:'"*''' 

The  profession  has  evolved  to  become  respiratory  care; 
respiratory  therapy  education  has  yet  to  complete  the 
transition  from  respirator)'  therapy  to  respirator.'  care 
and  frotn  hospital-based  \ocational  training  to  academic 
and  scholarly  prep;irdtion  of  new  practitioners.  The  ftitiire 
of  the  profession  resides  with  educational  programs  with 
curricula,  which  coincides  with  the  expanded  scope  of 
practice  and  which  rewards  graduates  appropriately  for 
their  academic  investments  and  achievements. 


What  Are  the  Educational  Implications? 

For  Professional  Education 

Employers  and  educators  lament  the  lack  of  time  desig- 
nated for  teaching  professional  values  in  present  medical  cur- 
ricula. Increased  numbers  of  malpractice  suits,'**  difficulty  in 
recruiting  the  most  qualified  applicants  into  the  allied  health 
professions,'"-  and  discouragement  among  practitioners  are 
reasons  for  concern  across  the  disciplines.  '"■'"'  According  to 
the  Pew  Health  Professions  Commission'"*  there  is  an  inten- 


When  examining  the  process  for  professional  education 
it  becomes  e\ idem  that  the  use  of  leclutes  is  an  inappropri- 
ate means  for  development  of  cognitive  skills  luid  cntical  think- 
ing skills  through  foiTnal  educational  programs  or  through  con- 
tinuing education."-"'-  "■*  We  must  adopt  new  models  for  how 
we  teach  so  that  our  students  and  practitioners  can  learn  how 
to  think.  We  must  also  find  better  ways  to  assess  the  per- 
forinance  and  outcomes  of  our  educational  programs.'"'  '"" 
Comprehensive  perfoiTnance-based '"''""  systems  are  essen- 
tial to  assure  the  competence  of  graduates  and  practitioners. '■* 
Several  schools  of  medicine  have  adopted  problem-based,  self- 
directed  learning  as  a  teaching-learning  method  specificalK 
designed  to  facilitate  students"  critical  thinking  and  clinical 
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decision-making  abilities.  The  problem-based  curriculum  in 
medicine  is  built  upon  research  into  the  problem-solving  skills 
of  physicians  and  principles  of  educational  psychology.^"*  More 
recently,  problem-based  learning  (PBLl  has  been  advocated 
as  a  useful  way  to  educate  allied  health  practitioners""  and 
specifically  RCPs  for  the  future.'" ' ' 

The  essential  components  of  PBL  include  an  integrated 
curriculum  rather  than  one  separated  into  clinical  and  theo- 
retical components,  curriculum  organized  around  problems 
(rather  than  disciplines),  and  an  emphasis  on  cognitive  skills 
as  well  as  knowledge."-  PBL  enables  students  to  direct  their 
own  learning  by  using  a  variety  of  resources  to  manage  and 
solve  work-related  problems  that  are  similar  to  the  realistic 
problems  that  they  will  encounter  in  professional  practice. 
Emphasis  is  placed  on  the  development  of  skills  (such  as  anal- 
ysis, synthesis,  and  hypothesis  generation)  for  the  success- 
ful completion,  assessment,  and  evaluation  of  the  learning 
sequence.  Students  become  co-managers  with  their  teachers 
with  the  working  problem  serving  as  the  basis  for  acquiring 
skills  and  knowledge  on  a  given  topic  or  domain.  This  approach 
requires  students  to  draw  upon  their  abilities  to  work  col- 
laboratively with  others:  to  manage  time  and  resources;  and 
to  develop  the  skills  and  characteristics  of  a  critical  thinker. 
Most  importantly,  the  students  have  the  opportunity  to  inter- 
act with  mentors  who  model  critical  thinking  skills.  Role  mod- 
eling is  perhaps  one  of  the  best  strategies  for  the  development 
of  critical  thinkers."' 

Through  the  process  of  PBL,  students  can  actively  acquire 
and  apply  their  knowledge  and  skills  while  solving  real  clin- 
ical problems.  These  clinical  problems  can  be  derived  from 
actual  patients,  case  studies,  or  simulated,  standardized  patients. 
The  use  of  standardized  patients  (SPs)  has  also  been  incor- 
porated into  PBL  approaches  to  learning.  The  pimicular  advan- 
tages for  their  use  is  that  SPs  facilitates  skills  in  patient  inter- 
action and  assessment."'' '"'The  use  of  standiU'dized  patients, 
w  hether  they  are  actual  patients  or  models,  gives  sUidents  oppor- 
tunities to  perform  clinical  skills  and  to  comprehensively 
develop  assessment  techniques  including  patient  interaction. 
A  critical  thinking  model  for  developing  and  implementing 
a  case-based  approach  for  teaching  respiratory  care  has  been 
proposed.'"  PBL  methods  and  use  of  SPs  can  also  be  used  to 
facilitate  skills  in  patient  education,  which  are  essential  for 
health  promotion  and  disease  prevention  models  of  health  ciue. 

Rather  than  learn  discrete  facts  or  clinical  skills  that  focus 
on  psychomotor  abilities,  students  engaged  in  a  PBL  approach 
to  lemning  can  also  acquire  skills  in  problem  soK  ing  and  deci- 
sion-making. Students  can  learn  to  focus  on  the  indications, 
hazards,  contraindications,  benefits,  costs,  effectiveness  and 
limitations  of  the  clinical  procedures  that  lhe\  perform  rather 
than  focusing  on  di.scrcte  skill  acquisition.  By  using  problem- 
based  approaches  to  learning,  students  can  learn  to  assume 
responsibility  for  their  own  learning  and  decision-making. 
v\  hich  is  essential  to  becoming  responsible  professionals  who 
are  committed  to  lifelons  learning.  Students  are  also  given 


opportunities  for  shared  decision-making  and  group  problem 
solving  that  more  closely  represent  the  real  world. 

Teaching  or  facilitating  critical  thinking  requires  innovative 
teaching  approaches  and  dyn;unic  leiuning  experiences.  A  vari- 
ety of  strategies  should  be  incorporated  to  include:  discus- 
sion, debate,  case  study,  puzzles,  games,  logic  analyses,  trou- 
bleshooting, laboratories,  observations,  journal  writing,  case 
presentations,  writing  papers,  group  projects,  research  stud- 
ies, clinical  apprenticeships,  and  clinical  simulations  using 
computers,  videotape  and  videodisk."  "-'■"^'"''  It  is  an  awe- 
some challenge  to  adequately  prepare  graduates  to  have  the 
knowledge,  skills,  and  attitudes  they  need  to  be  effective  prac- 
titioners and  competent  professionals.  It  is  impossible  to  learn 
it  all  in  school;  it  is  imperative  that  our  students  be  active  learn- 
ers who  are  committed  to  life-long  learning  and  the  respiratory 
care  profession. 

For  Continuing  Education 

RCPs  must  be  given  greater  opportunities  through  pro- 
fessional and  continuing  education  to  interact,  collaborate, 
communicate,  discuss,  and  debate.  L'nfoiiunateiy.  most  of  the 
continuing  education  we  see  today  can  be  described  this  way:-'' 

A  single  instructor  lectures  and  lectures  and  lectures 
to  fairlv  large  groups  of  business  or  professional  peo- 
ple, who  sit  for  long  hours  in  audiovisual  twilight,  mak- 
ing never-to-be-read  notes  at  rows  of  narrow  tables  cov- 
ered with  green  baize  and  appointed  with  fat  binders 
and  sweating  pitchers  of  water. 

It  is  highly  questionable  if  continuing  education  conducted 
in  the  traditional  way  actually  assists  practitioners  in  improv- 
ing their  skills  and  consequently  their  practice.  If  continuing 
education  does  not  till  the  gap.  then  how  can  we  expect  RCPs 
to  be  prepared  for  the  new  skills,  competencies,  and  attitudes 
needed  to  function  under  managed  care? 

We  must  provide  hands-on  experiences  during  continu- 
ing education  for  learning  to  occur,  and  then  v\e  must  assess 
performance.  Lectures  and  minilectures  mav  be  entertaining, 
but  does  the  RCP  learn  anything?  Current  courses  for  ACLS 
training  serve  as  excellent  examples  of  v\  hat  continuing  edu- 
cation looks  like  when  we  adopt  a  pertbnnance  model  for  con- 
tinuing education.  CRCE  tlirough  the  Journal'-"  is  another  good 
example  of  how  continuing  professional  education  should  look 
because  it  utilizes  active  learning  with  assessment.  We  endorse 
development  of  additional  performance  models  and  exam- 
ples for  preparing  RCPs  for  expanded  roles. 

Professional  continuing  education  that  emphasizes  prob- 
lem posing,  practical  intelligence,  situated  cognition,  shared 
decision-making,  and  wise  action  is  needed.  The  implications 
for  continuing  education  are  to  assist  health  caie  professionals 
to  realize  the  means  of  their  work  (process)  as  well  as  the 
ends  (products).  Also,  attentiim  is  neetled  on  the  shared 
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responsibility  that  professionals  must  assume  for  their  con- 
tinuing education  and  implies  a  greater  emphasis  on  self- 
directed  learning. "■•'-'  Furthermore,  professionals  should 
be  given  greater  opportunities  to  engage  in  critical  discourse 
to  foster  critical  reflectivity,  communicating,  and  negoti- 
ating abilities. "'^■'-'■'-- 

Continuing  education  for  RCPs  should  in\ol\'e  interactions 
with  nurses,  physicians,  and  other  health  care  practitioners. 
Respiratory  therapists  are  most  effective  when  negotiating  with 
ph>'sicians  regarding  medical  orders  if  they  can  give  reasons 
and  cite  evidence.'-  Therefore,  we  must  give  students  and  prac- 
titioners the  opportunity  to  develop  these  skills.  Additional 
implications  are  that  medical  directors,  managers,  and  admin- 
istrators should  actively  mtluence  organizational  variables 
in  the  work  context  to  facilitate  cooperation,  communication, 
collaboration,  and  dialogue  among  health  care  professionals, 
including  respiratory  therapists.'- '-'  For  all  of  these  reasons, 
teaching  that  incorporates  authentic  acti\  ity  and  problem  pos- 
ing should  be  an  explicit  component  of  respiratory  care  cur- 
ricula and  continuing  education.  Furthemiore.  the  primary  goal 
of  adult  and  professional  education  should  be  to  help  indi- 
viduals learn  how  to  learn.'-'  '-■^ 

The  implications  are  that  respiratory  care  professionals 
should  be  challenged  to  examine  the  ways  they  cope  and  intu- 
itively perfomi  their  work.  Also.  RCPs  should  be  given  greater 
opportunities  to  engage  in  critical  discouise  with  other  health 
care  professionals,  especially  nurses  and  physicians.  Argu- 
mentation reasoning  skills  lie  at  the  heart  of  critical  thinking 
and  should  be  an  explicit  component  of  education. "'"-- 
Researchers  have  demonstrated  that  individuals  often  cannot 
explain  their  conclusions  or  beliefs  in  a  competent,  reasoned, 
logical,  way.'--  '-^  However,  there  is  some  evidence  that  argu- 
mentation reasoning  skills  that  facilitate  critical  thinking  can 
be  developed  through  appropriate  education."'*'--  We  must 
teach  individuals  how  to  argue,  how  to  debate.  Argumenta- 
tion skills  need  to  he  developed  to  become  a  better  listener, 
communicator,  and.  ultimately,  critical  thinker.  Furthermore, 
the  skills  of  negotiating  can  be  enhanced  through  practice  and 
the  "realization  that  reasonable  people  disagree."'--  -'^'  Crit- 
ical thinkers  realize  that  there  is  rarely  only  one  answer  to  a 
problem,  but  rather  a  variety  of  solutions.  Our  thoughts  are 
our  own  creation  so  there  is  a  natural  tendency  to  think  that 
our  answer  is  the  best.  It  takes  a  lot  of  effort  to  challenge  our- 
selves to  critically  analyze  our  ideas  and  actions,  which  is  nec- 
essary for  collaborative  problem  solving. 

Through  interactive  and  innovative  performance  models 
for  continuing  education,  respiratory  care  professionals  can 
improve  their  clinical  skills,  thinking  skills,  and  practical  skills. 
Continuing  education  should  employ  innovative  program 
designs  to  help  practitioners  to  develop  their  skills  of  com- 
municating, negotiating,  decision-making,  and  reflecting. 
Furthermore,  related  traits  and  contextual  factors  to  facil- 
itate critical  thinking  can  be  developed  through  critical  dis- 
course. Performance  models  for  continuing  education  are  crit- 


ical if  RCPs  are  to  assume  expanded  roles  in  health  care.  The 
aims  of  continuing  education  should  be  to  help  indi\  iduals 
improve  and  expand  practice,  in  respiratory  care,  the  prob- 
able major  goal  is  to  come  up  vv  ith  the  most  cost-effective 
solutions  and  plans  for  promoting  our  patients"  long-term 
wellness  and  health. 

We  also  need  to  implement  better  articulation  models  and 
specialty  training  for  RCPs  who  wish  to  expand  their  edu- 
cation and  skills.''*-"  However,  we  must  be  prepared  to  have 
practice  models  in  place  so  that  practitioners  can  utilize  their 
newly  acquired  skills.'^  Some  innovative  programs  have  been 
developed  wherein  individuals  with  prior  training  and  work 
experience  in  health  care  apply  for  admission  into  one  or  more 
modules  to  acquire  additional  skills  in  a  new  or  related  area.'-" 
Modules  that  have  been  reported  to  prepare  multiskilled  health 
care  workers  include  sonography,  echocardiography,  com- 
puterized tomography,  electroencephalography,  cardiac 
catheterization,  mammography  and  rehabilitation  technol- 
ogy.'-'' In  respiratory  care,  we  are  already  familiar  with  hos- 
pital-based educational  programs  that  prepiue  RCPs  to  obtain 
additional  skills  w  ith  extracorporeal  membrane  oxygenation 
(ECMO).  We  must  adopt  similar  models  for  currently 
employed  RCPs  to  improve  and  expand  their  clinical  and  pro- 
fessional skills. 

Distance  learning  provides  unprecedented  opportunities 
for  innovative  programs  in  respiratory  care.  Incorporation  of 
multimedia  cases,  the  Internet,  and  worid  wide  web  sites  into 
distance  learning  can  facilitate  knowledge,  skills,  and  attitudes. 
Further  investigation  and  innovation  aie  wananted  to  develop 
highlv  structured  educational  programs  that  can  give  RCPs 
the  continuing  education  and  clinical  experience  they  need 
to  develop  and  document  additional  competencies.  We  believe 
that  the  separation  between  the  professional  and  nonprofes- 
sional RCP  is  detennined  ultimately  by  those  who  pursue  self- 
directed  learning,  acquisition  of  additional  competencies,  and 
opportunities  to  practice  at  their  fullest  potential. 

In  Summary 

Expanded  roles  for  RCPs  in  current  and  future  health  care 
delivery  systems  call  for  reforms  in  how  we  educate,  man- 
age, and  utilize  RCPs.  If  we  desire  to  be  vital  health  care  pro- 
fessionals, then  we  must  embrace  issues  of  responsibility  and 
accountability  in  cunent  healtli  caie  systems,  so  that  the  actions 
of  RCPs  reflect  competent  professional  practice.  Responsi- 
bility and  accountability  lie  with  each  individual  practitioner 
as  well  as  with  our  educators,  managers,  medical  directors. 
and  leaders.  We  must  do  a  better  job  with  professional  edu- 
cation, continuing  education,  and  utilization  of  our  human 
resources  if  we  expect  to  compete  for  additional  duties  and 
responsibilities  as  health  care  professionals.  We  must  also 
achieve  the  appropriate  institutional  and  regulatory  support 
so  that  expanded  professional  roles  for  advanced-level  RCPs 
are  possible. 
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Discussion 

Maclntyre:  r(j  like  to  comment  about 
some  of  the  discussions  we"ve  had  today 
regarding  respiratory  care  cost  issues, 
1  find  It  very  interesting  that  most  of 
these  cost  discussions  focus  on  the  tech- 
nical skills,  and  they're  quantified  by  the 
amount  of  technical  stuff  that  is  done, 
in  these  discussions,  the  goal  seems  to 
be  to  cut  back  on  these  technical  skills 
lo  more  appropriate  levels,  to  do  them 
more  efficiently.  Cost-savings,  by  def- 
inition, then,  comes  from  reducing  the 
luimber  of  technicians  you  have  around 
who  normally  perform  these  tasks,  h"s 
inhcicnt  that  respiratory  care  depart- 
ments will  shrink  if  we  achieve  these 
cost-efficient  goals,  I  say  that  sort  of 
gloomily  and  then,  ask  the  question; 
"Don't  well-trained,  well-motivated  res- 
piratory care  practitioners  have  exper- 
tise tliat  can  be  exptuidcd  in  titlier  areas  ?'" 


I  think  there's  a  lot  of  opportunity  to 
expand — and  there  are  two  basic  ways 
that  these  expansions  can  take  place.  One 
of  them  I  consider  "horizontar"  and  one 
of  them  I  consider  ""vertical,"  Horizon- 
tal expansion  is  doing  more  technical 
skills,  going  out  and  becoming  phle- 
btrtomists  and  EKG-techs  luid  otlier  soils 
of  patient-care  techs.  This  is  certainly  a 
icasonable  thing  to  do.  The  obvious 
strength  of  rcspiraton  cai"e  practitioners 
that  they  cost  less  than  nurses,  and.  there- 
fore, might  be  nuuketable  in  these  areas. 
But.  it's  not  very  exciting  from  a  respi- 
ialoi7  care  perspective  because  these  are 
still  technical  skills  and  the  future  is  not 
tenibly  exciting  (altliough,  it  is  a  job).  Tlie 
concept  of  vertical  expansit)n  appeals  to 
me  inuch  more,  I  am  a  physician  and  I 
like  to  be  involved  in  decision-making 
and  I  tliink  tliat  gtxxJ  ii"spiratory  care  prac- 
titioners like  to  be  in  on  decision-mak- 
ing too.  And.  Shelley,  if  1  may  put  it  sim- 


ply. I  think  (and  I  think  Bob  Kacmarek 
said  this  to  me),  a  professional  is  some- 
one whose  opinion  counts.  I  think  that 
sort  of  summarizes  what  I  consider  ver- 
tical expansion,  getting  to  the  stage  where 
it's  not  just  your  technical  skills,  but  your 
opinion  that  actually  counts.  This  is  not 
taking  over  traditional  LPN  (Licensed 
Practical  Nurse)  roles  or  even  RN  (Reg- 
istered Nurse)  roles.  This  is  actually 
expanding  into  the  role  of  physician- 
extender,  and  this  is  a  big  leap,  but  I  think 
it's  a  "do-able'  leap,  1  think  the  skills  are 
there.  I  think  in  this  day  of  shrinking 
physician  specialists  luid  shrinking  house 
staff,  there's  a  ripe  opportunity  for  good 
respiratory  care  practitioners  to  move  up 
vertically  to  a  level,  perhaps,  w  here  they 
haven't  thought  tliey  belonged,  but  1  think 
they  actually  do. 

We  haven't  got  time  to  go  into  all  the 
details,  but  Jan  (Thalman)  and  1  have 
been  putting  together  what  we  call  an 
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advanced  respiratory  care  practitioner 
designation  at  Duke.  si>nieone  v\  ho  will 
have  additional  training,  and  actually  be 
credentialed  by  the  hospital  as  a  prac- 
titioner. Tliey  won't  necessarily  be  inde- 
pendent practitioners,  but  they'll  be 
close.  One  activity  that  we're  already 
invohed  in  is  artificial  airways  and 
emergency  intubations.  We  ha\e  prob- 
ably the  largest,  and.  1  think,  best,  intu- 
bation service  in  the  country,  all  run  by 
respiratory  care  practitioners.'  We  also 
see  professional  RCPs  inoving  into  miui- 
aging  ventilators  without  physician 
orders,  and  we  have  just  started  this  in 
our  medical  ICU.  The  therapist  makes 
all  the  adjustments  within  protocol 
guidelines  on  all  ventilator  patients  at 
all  times,  not  just  weaning.  Arterial  blotxl 
gas  and  arterial  line  insertion  is  now 
becoming  a  practice  of  our  therapists  in 
the  surgical  ICU.  the  emergency  depart- 
ment, and  in  other  areas.  We  are  already 
assisting  in  bronchoscopy,  and  the  plan 
is  to  add  fiberoptic  laryngoscopy  to  be 
peifomied  independently,  to  assess  tube 
function,  tube  placement,  and  the  like 
in  intubated  patients.  We  also  include 
the  general  care  areas  in  this  role.  (and. 
Jamie,  this  is  right  out  of  your  work) 
using  the  advanced  RCP  to  manage 
aerosol  therapy,  with  the  physician's 
only  order  being  the  specific  bron- 
chodilator  desired.  The  advanced  RCP 
is  able  to  choose  the  device,  the  inter- 
val, the  duration,  and  the  frequency. 
There  are  probably  are  other  areas  as 
well.  Again,  we're  still  in  our  infancy. 
Jan  and  I  have  gone  before  a  number  of 
committees  at  Duke  Hospital  who  look 
at  us  and  say,  "You  guys  are  coming  up 
with  something  new  here."  We're  not 
sure  where  it's  all  going  to  go.  but  we 
think  that  the  future  of  the  respiratory 
care  profession — profession — is  in  this 
upward  vertical  mobility.  I  certainly 
would  agree  that  RCP  numbers  are  prob- 
ably going  to  be  better  served  by  hor- 
izontal expansion,  but  again,  that's  a 
technical  direction,  not  a  real  profes- 
sional direction.  I  merely  throw  these 
ideas  out,  maybe  to  sum  up  some  of  the 
thoughts  from  today  and  be  a  transition 
to  the  discussions  of  tomoiTow. 
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Thalman:  One  thing  that  I  would  like 
to  comment  on  is  how  we  have  accom- 
plished some  of  the  education  for  the 
physician  extender  role  at  Duke.  The 
model  that  seems  to  be  working  well  is 
a  sophisticated,  more  formal  OJT  (on 
the  job  training)  model.  We  have  got- 
ten the  physicians  within  the  medical 
center  to  bless  the  educational  cur- 
riculum, and  everything  is  done  in-house 
by  module,  similar  to  an  ACLS  certifica- 
tion module.  An  example  is  bron- 
choscopy assisting.  The  training  cur- 
riculum has  been  reviewed  by 
anesthesiology,  the  surgical  physicians, 
a  pulmonary  doc  and  a  credentialing 
committee  that  the  respiratory  depart- 
ment has  named.  Most  of  the  certifi- 
cation process  is  done  in  the  clinical  set- 
ting with  attending  physicians  doing 
bedside  checkoffs  of  the  therapists.  Sev- 
eral of  the  attendings  throughout  the 
institution  have  agreed  to  certify'  the  ther- 
apists inseiling  arterial  lines.  They  sign 
off  a  card  that  the  RTs  carry  with  them. 
After  the  therapist  has  successfully  per- 
fomied  a  specified  number  of  procedures 
under  the  supervision  of  an  attending, 
he  or  she  receives  a  certificate  that's  put 
into  the  personnel  tile.  Right  now  we're 
looking  at  about  a  90-day  process.  The 
selection  of  advanced  (physician-exten- 
der) practitioners  is  very  important;  the 
cream  of  our  crop  was  selected  initially. 
We  have  21  slots.  Once  the  90-day  train- 
ing program  is  over,  and  clinical  certi- 
fication is  coinplete.  they  will  complete 
an  application  for  credentialed  practi- 
tioners. This  receives  final  review  from 
the  medical  director.  There  will  be  a 
slight  pay  increase.  One  other  point  that 
I'd  like  to  make — I  agree  with  Shelley, 
and  would  like  to  applaud  the  medical 
directors  in  this  room.  They  represent 
the  exceptional  end  of  the  medical-direc- 
tion role.  However.  I  would  like  to  say 
that  the  influence  that  we  have  had  with 
the  physicians  at  our  institution  has  come 


not  only  from  our  Medical  Director,  but 
also  from  the  fact  that  our  practitioners 
are  very  comfortable  talking  with  the 
physicians — educating  the  docs.  The 
attendings  have  asked  us  to  provide  edu- 
cation programs  for  the  residents,  and 
we  have  taken  over  some  of  that  train- 
ing. It  is  the  therapist  who  bails  the  res- 
ident out  at  .'^:00  AM,  and  we  make  the 
doc  look  good  on  rounds  the  next  day. 
This  has  enhanced  our  image  with  the 
medical  population  most  significantly. 

Hess:  Neil.  I  agree  with  you  ICW'/r.  The 
real  opportunities  of  value  for  the  res- 
piratory therapist  today  and  in  the  future 
are  in  high-level  skills  and  in  seizing  as 
a  consultant,  as  Jamie  has  written  and 
talked  about'  "*  in  many  forums.  We're 
doing  some  of  these  same  things  at  Mass 
General,  and  I'll  just  share  a  little  anec- 
dote that  fits  with  some  of  the  things 
we're  talking  about  today.  We're  putting 
together  a  program,  as  you  have,  for  res- 
piratory therapists  to  insert  arterial  lines. 
We  developed  the  training  program,  got 
the  Medical  Directors  of  tlie  ICUs  to  sign 
off  on  tliis,  and,  in  the  past,  that  may  have 
been  good  enough  to  get  this  through  our 
credentialing  committees  and  get  med- 
ical executive  committee  approval.  How- 
ever, they  came  back  and  asked  us  to 
develop  a  business  plan.  We  need  to 
show,  for  example,  how  we're  going  to 
do  this  and  not  come  back  in  6  months 
or  a  year  and  say,  "Now  that  we're 
inserting  all  these  arterial  lines,  we  need 
2  more  FTEs  or  .^  more  FTEs."  The 
responsibility  on  us,  now,  is  to  go  back 
and  to  cost  out  this  procedure,  using 
some  of  the  things  that  John  (Walton) 
talked  about,  and  show  how  respiratory 
therapists  can  do  this  in  a  value-added, 
cost-effective  way  that's  not  going  to 
increase  the  expense  to  the  institution. 
Something  else  that  always  comes  up  is 
how  this  will  impact  on  residents'  train- 
ing. One  of  the  things  that  I  heard  you 
say,  which  is  an  argument  that  we've 
used,  as  well,  is  that  if  the  respiratory 
therapist  becomes  expert  in  these  things 
and  residents  need  to  learn  these  tasks, 
then  the  respiratory  therapist  can  have 
a  role  in  teaching  the  residents. 
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Maclntyre:  Does  the  resitJent  need  to 
know  these  skills'? 

Hess:  That's  an  e,\cellent  point. 

Maclntyre:  I  can  follow  up  w  iih  that 
because  I  went  through  this  w  ith  ni> 
own  medical  staff.  Historically,  physi- 
cians use(J  to  mix  their  t)wn  I.V.  bags. 
run  dopamine  and  dobutamine  drips,  and 
administer  chemotherapy,  for  example. 
However,  as  medicine  has  evolved. 
skilled  non-physician  practitioners  hav  e 
assumed  many  of  these  roles.  I  think  as 
medicine  e\ oKes  into  the  ne.xt  century, 
the  use  of  highly  skilled  physician-assis- 
tant-like professionals  are  going  to  grow . 
I  would  never  argue  that  a  physician 
shouldn't  know  how  a  ventilator  wiirks 
iind  what  its  basic  principles  are.  but  I'm 
not  sure  that  it's  the  best  way  to  use  our 
resources — to  demand  that  the  physician 
be  called  for  every  PEEP  change  and 
every  F|o;  change. 

Hess:  I  agree  with  you  1()()9( .  Many  of 
the  house  officers  in  our  medical  ICU 
aren't  going  to  become  intensives.  tliey're 
going  to  become  gastroenterologists  and 
ncphidlogists  and  neurologists. 

Mishoe:  It  is  because  of  some  of  these 
arguments  that  we  depend  on  phy  sician 
support.  Without  physician  support,  it 
really  isn't  possible.  Ultimately,  physi- 
cians have  a  fundamental  authority 
through  the  medical  order.  Some  of  out 


best  efforts  can  be  stopped  unless  there 
is  that  acknow  ledgment  that  these  mod- 
els could  do  better  with  resident  edu- 
cation. I  know  in  our  own  institution  I'm 
still  arguing  the  point  that  if  more  pro- 
tocols were  in  place  we  would  improve 
medical  education  and  improve  respi- 
ratory care.  Until  you  have  that  support. 
you  can  beat  your  head  against  the  wall. 
How  can  we  gain  physician  support?  I'd 
like  to  hear  some  novel  ideas. 

J  Stoller:  I  have  two  comments.  First, 
opponents  of  therapist-driven  protocols 
have  stood  up  in  many  forums  and  said 
"What  is  the  impact  on  physician  edu- 
cation?" The  issue  is  totally  unstudied. 
There  are  no  data  of  which  I'm  aware 
that  support  that  having  therapist-driven 
protocols  enhances  or  deUacts.  My  ct)m- 
ment  is  a  call  for  evidence  because  it's 
certainly  an  issue  that  can  be  studied.  I 
believe,  as  many  people  in  this  room  do, 
that  having  a  hand-held  booklet  that  has 
algorithms  prov  ides  an  oppoilunity  for 
an  educational  interaction  between  a  res- 
ident and  a  therapist.  That's  point  one. 
The  other  point  regards  this  new 
paradigm  that  Neil  and  Jan  have  pro- 
posed. We've  discussed  this  before.  I'm 
interested  in  the  roots  of  change.  When 
we  embarked  on  therapist-driven  pro- 
tocols, it  wasn't  so  much  a  mission  to 
anticipate  managed  care,  and  it  wasn't 
a  mission  to  aggrandize  the  role  of  res- 
piratory therapist.  It  was  simply  an 
administrative  response  to  a  terrible 
problem  of  w  asling  resources  in  a  cost- 
attentive  environment  that  we  were  con- 
fronting. There  was  a  lot  of  over-order- 
ing of  care  and  a  lot  of  under-ordering 
of  care,  and  this  was  an  attempt  to  fix 
it.  You  can  fix  it  in  \  arious  ways.  You 
could  lecture  the  residents  all  the  time 
about  what  is  appropriate  respiratory 
care  and  hope  that  if  you  did  that  every 
year,  eventually  it  would  come  around; 
or  you  could  change  the  locus  of  con- 
trol, if  you  will,  and  move  the  allocation 
of  care  to  therapists  with  protocols  and 
w  ith  an  incentive  to  use  those  protocols 
effectively.  I'm  interested  in  w hat  drives 
the  new  paradigm  at  Duke.  Is  there  evi- 
dence, for  example,  that  allow  s  you  to 


sell  the  idea  that  there  ought  to  be  an 
ad\  anced  practitioner? 

Maclntyre:  You're  absolutely  right. 
Jamie.  I  think  we're  being  very  oppor- 
tunistic back  home  because  we're  in  a 
situation  where  there  has  been  a  sub- 
stantial cutback  in  training  positions — 
house  staff  and  fellowships.  The  Duke 
surgical  residency,  which  has  histori- 
cally been  one  of  the  longest  in  the 
United  States,  is  cutting  back  several 
years'  worth  of  training,  and  there  may 
be  peiiods  of  time  in  some  of  our  ICUs 
where  only  interns  are  available  at  night 
to  run  1 6-  to  24-  or  even  32-bed  units. 
It's  that  concern,  that  loss  of  significant 
amounts  of  physician  manpower  that 
has  allow  ed  this  particular  effort  to  pro- 
ceed. By  the  way.  in  terms  of  Dean's 
(Hess)  comments  about  cost  account- 
ing, we've  thought  about  this.  too. 
Again,  we  have  only  been  doing  tliis  for 
a  short  period  of  time,  so  I  can't  say  that 
we  have  all  the  data,  but  it's  my  sus- 
picion that  if  a  therapist  does  not  have 
to  chase  down  physicians  to  make  PEEP 
changes  or  Fio;  changes  or  pressure-sup- 
port chiuiges  or  whatev er,  but  rather  can 
simply  make  the  change,  it  can  be  prob- 
ably be  run  much  more  efficiently,  and 
therefore,  if  any  thing,  time  may  actu- 
ally be  saved.  To  wait  for  the  physician 
to  do  a  simple  upper  airway  exam  with 
a  fiberoptic  laryngoscope  while  that 
physician  is  down  the  hall  doing  some- 
thing else,  is  a  tremendous  waste  of  ther- 
apists' time.  Skilled  advimced  RCPscan 
put  the  scope  down  and  make  sure  that 
the  tube  is  clear  and  not  in  the  right 
mainstem  bronchus,  and  the  w  hole  pro- 
cedure is  done  rapidly  and  in  a  timely 
manner.  The  same  is  true  of  arterial 
lines,  and  the  list  goes  on  and  on  and 
on.  In  fact,  one  of  our  strongest  argu- 
ments for  the  emergency  airway  service 
is  that  having  a  number  of  skilled  intu- 
bators  around  Duke  Hospital  allows  for 
a  rapid  response  time,  and  it  doesn't 
hav  e  to  mandate  that  an  anesthesiolo- 
gist be  sitting  on  a  stool  somewhere 
waiting  for  the  code  beeper  to  go  off. 
So.  I  think  there  are  reasons  why  this 
has  developed  at  our  institutiim.  and  I 
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think  there  are  reasons  why  I  think  it  has 
the  potential  to  actually  be  more  effi- 
cient nationwide. 

Ahmad:  It  is  very  hard  to  argue  with 
what  you  call  vertical  growth — ^just  a 
word  of  caution  and  a  lesson  that  we 
learned  indirectly  from  the  burgeoning 
emergence  of  so-called  nurse  practi- 
tioners. And  that  is  to  think  about  w  hat 
happened  to  those  who  did  not  move  up 
into  that  category.  I  don't  know  if  you 
all  saw  that,  but  what  resulted  was  that 
there  was  a  fair  amount  of  job  dissat- 
isfaction among  bedside  nurses,  which 
was  related  to  this  constiuit  urge  to  mo\e 
on  and  desire  to  move  on  to  w  hat  they 
saw  as  a  better  position  or  a  better  job. 
1  believe,  though  it  has  not  been  quan- 
tified effectively,  that  there  was  some 
transition  in  the  health  care  scene  from 
bedside  nursing  to  desktop  nursing — the 
search  and  the  need  to  do  something  dif- 
ferent. The  word  of  caution  I  would  have 
is  that  there  are  lessons  to  be  learned  as 
we  create  another  class  of  respiratory 
care  practitioner  because  I  heard  you  say 
that  you  will  take  the  best  of  the  group 
and  then  train  them  in  tliis  growth.  Atten- 
tion needs  to  be  paid  to  those  who  will 
still  provide  bedside  respiratory  care — 
that  they  have  opportunity  to  grow  also. 
Otherwise,  we  may  see  dissatisfaction 
in  those  who  are  sort  of  'left  behind." 
This  will,  of  course,  depend  on  the  class 
of  the  elite  that  we  promote  to  that  role, 
and  also  on  what  growth  opportunities 
the  others  will  have.  You  obviously  can't 
do  it  for  everybody.  I  don't  have  the 
answers,  but  I'm  just  raising  that  because 
we  saw  some  effective  bedside  nursing 
suffer  because  of  the  need  to  become 
administrators,  managers,  and  educators, 
and  to  "grow  in  their  profession."  Maybe 
there  is  room  for  both  horizontal  growth 
and  vertical  growth,  based  on  education 
and  expectations.  I  think  that  attention 
needs  to  be  paid  to  that  and  those  of  you 
who  are  pioneering  that  work  need  to 
have  some  prospectiNcly  designed  ques- 
tions to  smdy  that  down  the  line  in  a  con- 
tained environment. 

Giordano:  Let's  look  at  the  horizontal 


for  a  minute.  First  of  all.  we  heard  this 
morning  what  the  trends  are.  and  the 
trends  are.  of  course,  to  see  and  treat  a 
lot  of  patients  outside  the  hospital.  We 
know  about  your  circumstances,  and  it's 
vei7  cutting  edge;  certainly  we'll  follow 
that  with  a  great  deal  of  interest.  Se\  eral 
references  were  made  to  the  National 
Commission  on  Allied  Health.  I  know 
that  the  debate  regarding  multiskilling 
was  not  what  a  lot  of  people  ha\  e  thought 
it  would  be — to  layer  on  the  skills  of.  say. 
a  nurse,  on  top  of  a  respiraton'  ciire  prac- 
titioner's  skills.  It  wasn't  about  that.  It 
was  about  finding  those  instances  where 
you  can  do  everything  except  this  one 
thing  and  you  must  go  out  and  get  some- 
body else  to  do  that  one  thing.  Can  you 
learn  that  one  skill  and  avoid  that  addi- 
tional cost  associated  w  ith  that  partic- 
ular care?  So.  there  is.  I  think,  a  legiti- 
mate need  for  horizontal  assimilation  of 
skills,  especially  when  you  look  at  the 
postacute,  subacute  environinents.  long- 
term  care  environments.  I  believe  the 
Commission  was  very  emphatic  in  stat- 
ing that  allied  health  professionals  tend 
to  be  naiTOw  in  their  focus.  The  values 
of  the  new  system  demand  a  more  holis- 
tic health  care  provider.  This  allied  health 
care  pro\'ider  should  be  an  adjunct  to 
physicians  and  nurses  as  well.  What  we 
promote  with  horizontal  expansion  is  an 
ability  to  be  more  self-sufficient  if  you're 
in  the  patient's  home,  for  instance,  by 
yourself — to  save  that  additional  expense 
of  two  people  making  a  home  \'isit, 
broadening  the  horizons  of  respiratory 
care  practitioners  so  that  they  could 
appreciate  a  change  in  a  patient's  con- 
dition when  visiting  a  patient  outside  the 
hospital.  Let's  say  that  they  notice  that 
the  patient  isn't  eating  as  well.  It  would 
be  important  to  focus  on  that,  which  we 
generally  are  not  preparing  our  people 
to  do  because  we  still,  as  I  think  Shel- 
ley pointed  out,  prepare  our  people  to 
work  in  acute  care  settings.  If  you  think 
about  that,  what  we're  doing  is  training 
people  in  a  relatively  resource-rich  envi- 
ronment in  an  acute  care  setting — ^prepar- 
ing them  to  operate,  to  'do  business,'  if 
yoLi  will,  in  a  resource-rich  environment, 
while  they're  going  into  subacute  care 


facilities  that  may  not  e\en  have  piped 
oxygen.  Thej're  going  to  work  in  homes 
where  you  still  have  to  'Rube  Goldberg" 
things  together,  like  we  did  30  yeiu's  ago, 
because  they  just  don't  ha\'e  eveiything 
at  their  fingertips.  So,  the  horizontal 
expansion  needs  to  be  there  because  of 
the  other  care  settings.  But  I  submit,  one 
doesn't  have  to  come  at  the  expense  of 
the  other.  Wliat  we're  talking  about  now 
is  responding  to  a  need,  and  that  gets 
down  to  doing  what  you  need  to  do  as 
opposed  to  what  you  may  w  ant  to  do.  We 
need  to  be  sensitive.  You  have  a  need, 
and  you  ha\e  a  response  to  that  need. 
Jamie  had  a  need.  He  had  a  response  to 
that  need.  That's  what  people  have  been 
talking  about  the  last  few  years — that 
what  we  need  to  change  in  our  system 
is  responding  to  these  needs.  So,  1  sub- 
mit, let's  pursue  these  responses  both 
ways,  vertically  iuid  horizontally,  and  see 
where  it  takes  us.  Eventually  there'll  be 
an  end  to  this  shakedown  period,  and 
then  we'll  know  where  we  stand. 

Maclntyre:  Just  to  clarify.  Sam.  When 
I  use  the  terms  \ertical  and  horizontal 
I'm  talking  about  the  personal,  pro- 
fessional development  as  opposed  to 
scenes  of  care.  In  my  definitions,  ver- 
tical means  professional,  horizontal 
means  technical.  Indeed,  professional 
expansion  should  be  e\en  more  impor- 
tant outside  the  hospital,  where 
advanced  RCPs  may  be  running  ven- 
tilators in  subacute  facilities  and  where 
they  may  be  responsible,  as  you  pointed 
out.  for  assessing  patients  in  the  home 
care  setting.  Thus,  the  temis  I  use  refer 
to  professional  growth  versus  technical 
growth  and  not  necessarily  to  where  the 
care  is  being  given. 

Hess:  I'm  tiying  to  think  about  this  hor- 
izontal and  vertical  paradigm  that  we've 
entered.  In  my  own  mind  I  think  we 
have  to  be  vertical  with  skills  but  hor- 
izontal with  knowledge.  If  we're  going 
to  get  into  this  consultant  role,  we  have 
to  broaden  our  knowledge,  but  I  don't 
think  that  therapists  should  be  interested 
in  picking  up  a  whole  lot  of  what  I  view 
as  low-level  tasks. 
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Mishoc:  I  have  given  this  a  lot  of 
thought,  and  I  address  it  in  my  paper  in 
much  more  detail.  It  seems  we  need  to 
separate  out  technical  roles  from  pro- 
fessional roles,  and  we  shouldn't  assume 
that  the  same  people  aie  capable  of  both. 
There  is  evidence  in  Elstein's  work,'  an 
author  of  medical  reasoning  literature, 
and  also  from  Benner's  work  in  nurs- 
ing.-'  that  problem  solving  outside  of 
our  expertise  can't  be  done  independent 
of  an  intimate  knowledge  of  the  disci- 
pline, of  the  content.  Also,  we  intuitively 
know  this  from  our  own  experience.  So. 
we  need  problem  solvers  who  are.  in 
many  respects,  specialists,  and  not  nec- 
essarily technically  adept  at  many,  many 
things.  When  we  look  at  taking  on  new 
roles  (if  we  really  want  to  expand  the 
role  for  RCPs),  when  we  take  on  addi- 
tional skills,  are  we  then.  also,  prepar- 
ing practitioners  to  understand  the  data 
that  they're  collecting,  and,  more  impor- 
tantly, putting  them  in  positions  to  report 
that  data  and  communicate  that  data  as 
Neil  (Maclntyre)  describes  it,  so  that 
their  opinion  counts?  To  do  one  with- 
out the  other  will  not  expand  the  role. 
So.  it's  possible  that  we  need  to  address 
the  entry-level  role  separate  from  the 
professional  role,  and  look  at  better  ways 
of  managing  the  resources  that  we  have. 
Perhaps  we  shouldn't  assume  that  highly 
technically-trained  people  can  then  ha\c 
opinions  that  count,  or  vice  versa,  that 
your  opinions  can  count  in  many  areas 
of  expeilise  in  which  you're  really  not 
a  specialist.  So.  I  think  we  can  do  more, 
but  not  necessarily  with  the  same  indi- 
vidual people.  If  we  blend  those  roles, 
which  1  think  we  have — way  too 
much — and  there  ha\  e  been  enough  edi- 
torials written  on  that,  v\e  really  w  ill  not 
grow  and  expand,  but  even  hurl  the 
growth  of  the  profession,  unless  we  take 
a  stand  and  then  implement  it. 
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Masferrer:  Shelley.  I'm  veiy  glad  you 
are  using  the  term  "professional  RCP." 
as  opposed  to  just  RCP.  Ever  since  I 
began  working  in  respiratory  care  in 
1 963  I  have  felt  we  have  suffered  from 
the  lack  of  professionalism.  We  have  not 
always  been  professionals  in  the  way  we 
act,  the  way  we  talk,  and  the  way  we 
dress.  On  another  matter,  the  thing  that 
suiprises  me  the  most  is  that  despite  all 
the  things  mentioned  in  your  presen- 
tation regarding  how  our  profession 
should  go  forward,  how  we  should 
expand  our  skills,  and  how  to  take 
advantage  of  all  the  opportunities  avail- 
able in  today's  health  care  environment, 
our  schools  have  been  very  slow  in  react- 
ing to  those  points.  TTie  AARC  has  been 
talking  and  making  decisions  about  the 
need  for  multiskilled  practitioners  for 
more  than  8  years  now.  Despite  all  that. 
we  are  not  yet  teaching  everything  that 
the  RCP  2()01  should  know.  I  have  been 
told  that  there  are  many  reasons  v\  hich 
limit  the  schools  and  their  cunicula; 
however,  if  we  are  to  advance  and  posi- 
tion  ourselves  to  take  advantage  of  the 
opportunities,  the  leadership  is  going  to 
have  to.  and  should  come  from  the 
schools.  Could  you  tell  me  if  today  you 
aie  able  to  see  a  future,  sometime  soon, 
where  all  schools  will  teach  students  to 
be  multiskilled  practitioners? 

Mathews:  This  is  an  issue  that's  a  prob- 
lem. Schools  ha\e  been  criticized  for 
teaching  people  things  that  they  are  not 
going  to  use  in  the  clinics.  I  heard  that 
as  recently  as  last  week — "Why  are  you 
teaching  somebody  this  p;ulicuku-  topic'.' 
In  our  area,  we're  not  going  to  use  that 
particular  piece  of  information."  Well. 
you  know,  these  people  may  move. 
We're  criticized  for  not  prognosticating 
w  here  things  are  going  to  go.  but  a  lot 
of  times  the  clinical  sites  are  al  fault 
because  they  don't  tell  us  what  their  plans 
are.  So  there's  a  lack  of  information  flow- 


both  ways.  I  think  that's  a  very  valuable 
insight  that  we  ought  to  be  giving  the 
managers.  I  spoke  this  year  at  the  Rock- 
ing Chair  Conference  in  Round  Top.  We 
talked  about  the  particular  issue  of 
improving  program/clinical  site  com- 
munications. There  wa.s  a  lot  of  give-and- 
take  among  educators  and  managers  on 
the  need  for  information  flow  on  long- 
term  planning.  You  can't  expect  us  to 
read  into  the  future  when  we  have  no 
data.  As  we  all  know,  hospitals  are  be- 
coming very  close  with  information. 
They  don't  want  their  marketing  plans 
out  there  for  everybody  to  see.  So,  they 
don't  tell  us  what  the  plans  are,  and  if 
they  don't  tell  us,  we  can't  do  it.  You  also 
have  to  remember  there's  a  3-4  year  lead 
time  before  you  can  change  curriculum. 
At  lea.st  in  our  institution,  we  have  to  go 
through  all  these  committees  and  admin- 
istrative approvals.  We  can  add  bits  of 
infomiation.  but  not  whole  new  courses 
without  going  through  tremendous 
changes.  We  try  to  approach  this  by  get- 
ting approval  for  "Special  Topics  in 
"  courses,  which  allows  us  flex- 
ibility to  add  content. 

Mishoe:  I  v\ould  respond  to  Ray  this 
way.  The  National  Commission  of 
Allied  Health  addresses  the  point  that 
programs  have  trained  allied  health 
practitioners  (not  just  in  respiratory 
care),  for  certain  skills,  but  then  they 
(allied  health  professionals)  ha\e  not 
been  allowed  to  use  tliese  skills  in  prac- 
tice. We  could  look  at  ACLS  training. 
Is  there  evidence  that  RCPs  ;ire  allowed 
to  practice  at  the  level  for  which  they 
are  trained  and  with  the  credentials  that 
they  have  now  ?  I  think  e\  idence  sug- 
gests that  this  doesn't  always  happen. 
So.  the  organizational  variables  (and  it 
was  said  earlier  today — the  medical 
leadership)  ultimately  affect  what  hap- 
pens and  what  kinds  of  skills  develop 
and  end  up  in  practice.  If  highly  trained 
baccalaureate  RCPs,  who  have  been 
taught  waveform  analysis  and  the  cur- 
rent w  ays  to  manage  patients  on  ven- 
tilators, go  into  practice  settings  where 
the  computers  are  turned  off  because 
nobody  uses  them,  how  do  you  respond 
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to  that  graduate?  Ultimately,  they  need 
to  go  to  practice  settings  where  they  \\  ill 
be  satisfied  in  their  work,  and  true  pro- 
fessionals do  that.  Just  because  grad- 
uates have  a  baccalaureate  degree 
doesn't  mean  they're  true  profession- 
als. The  ones  who  aren't  true  profes- 
sionals choose  to  stay  in  limited  prac- 
tice settings  and  end  up  functioning  as 
technicians,  even  though  they've  been 
trained  at  higher  levels.  I've  been  to  set- 
tings that  claim  to  have  career  ladder- 
ing with  different  pay  structures  and  dif- 
ferent incentives  for  training.  You  find 
the  reality  in  practice  is  that's  not  what's 
happening,  at  all.  They  may  have  the 
credential,  they  receive  the  extra  pay. 
but  then  are  they  really  allowed  to  prac- 
tice and  implement  care  at  the  level  to 
which  they're  trained?  I  think  often  the 
answer  is  No.  That's  why  I  do  applaud 
medical  directors  who  have  taken  the 
lead  and  provided  the  opportunities 
because  with  the  opportunities  and  then 
the  right  individuals,  the  expanded  role 
can  be  realized.  1  don't  think  v\e  should 
make  this  a  'blame'  issue.  Is  it  the  edu- 
cators? Is  it  the  managers?  I  think 
instead  we  need  to  create  new 
paradigms  and  new  alliances  and  com- 
munity-based approaches,  where  clin- 
icians, researchers,  and  managers  with 
common  goals  and  expertise,  collabo- 
rate and  come  up  with  better  ways,  col- 
lectively, to  address  the  needs  in  their 
organizations  and  their  local  commu- 
nities and  then  publish  what  they've 
done,  so  that  broader  communities  can 
benefit  from  that.  It  is  very  difficult. 
Educational  programs,  I  believe,  do 
need  direction  from  the  practice  settings 
as  to  what  kinds  of  skills  they'd  expect 
and  how  we  might  achieve  them  and 
then  provide  back-and-forth  dialogue. 


Now.  how  do  we  implement  it?  How 
could  we  do  it  better?  1  think  the  Duke 
experience  is  a  fertile  ground  for 
research  as  to  how  well  this  works. 
What  were  the  qualities  of  the  original 
people  in  the  group?  How  have  the 
issues  been  addressed  for  the  people  not 
in  this  "elite'  group?  How  do  we  keep 
their  skills,  satisfaction,  growth,  and 
development  in  check,  because  you 
really  can't  have  one  without  the  other. 
I  hope  there  will  be  a  lot  of  interesting 
articles  coming  out  of  this  approach. 

Cornish:  One  of  the  things  to  address 
in  my  talk  tomorrow  that  I  believe  most 
important  is  the  educational  prepared- 
ness of  RCPs  in  postacute  care  settings. 
Overall,  preparedness  is  woefully  inad- 
equate. It's  not  so  much  the  technical 
capabilities,  although  the  assessment 
skills  of  RCPs  that  I've  seen  working 
in  various  postacute  care  settings  are 
some  of  the  most  important  skills  and 
the  leadership  skills  of  RCPs  in  these 
kinds  of  settings,  as  has  been  di.scussed 
before.  The  leadership  potential  for 
RCPs  in  these  settings  is  significant,  but 
the  leadership  capabilities  of  many 
RCPs,  again,  is  not  to  the  level  that  it 
could  or  should  be.  I  guess  I  challenge 
the  statement  that  somebcxiy  made  about 
the  quickness  or  the  ability  of  educa- 
tional programs  to  change  with  the  mar- 
ket. I  know  in  certain  educational  pro- 
grams I've  been  in  or  have  been 
involved  with,  educational  curricula 
could  change  more  quickly  with  the  mar- 
ket needs  of  the  area.  I  know,  again,  in 
certain  markets,  the  postacute  care  mar- 
ket need  is  very  significant.  If  our  edu- 
cational systems  can't  change  as  quickly 
as  the  market  is  changing,  is  that  some- 
thing that  we  need  to  talk  about  and  fig- 


ure out  why  those  educational  systems 
can't  change  quickly? 

Thalman:  I  think  that  your  point  is  an 
excellent  one.  One  thing  that  none  of  the 
clinical  affiliations  have  the  luxury  of 
anymore  is  specifically  knowing  what 
educational  skills  are  needed.  One  day 
we  were  not  doing  A-lines,  and  the  next 
day  we  were.  I  think  that  whatever  edu- 
cational and  clinical  bond  we  come  up 
with,  it's  going  to  have  to  be  one  that 
responds  quickly  to  scope  of  practice 
changes.  We  need  practitioners  whose 
academic  foundation  assures  the  abil- 
ity to  flex  significantly  with  clinical  prac- 
tice. We  need  to  concentrate  more 
specifically  on  physiology  with  a  phi- 
losophy toward  total  understanding  of 
mechanical  ventilation — not  mechan- 
ical ventilators.  Only  then  can  we  adapt 
quickly  to  opportunities  that  we  are 
unaware  of  in  tomorrow's  health  care; 
grab  them  and  excel.  Trends  toward  hos- 
pital-based training  programs  cus- 
tomized to  advanced  and  nontraditional 
roles  will  be  the  clinical/educational 
bond  for  the  future. 

Cornish:  The  other  issue  is  regulation 
and  documentation — issues  I'll  discuss 
in  more  detail  tomorrow,  between  the 
technical  and  the  day-to-day  application 
of  the  RCP  in  postacute  .settings.  Under- 
standing regulatory  issues,  reimburse- 
ment issues,  and  documentation  issues 
between  various  health  care  settings  is 
really  at  the  root  cause  of  the  current 
issues  that  RCPs  are  facing  out  in  the 
postacute  care  industry  today.  Wrapping 
tliat  into  the  educational  process,  in  addi- 
tion to  the  technical  issues  and  the  a.ssess- 
ment  skills  you  just  mentioned,  are  what 
we,  as  a  profession,  have  to  encourage. 
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Introduction 

In  this  paper,  I  define  anihiilatory  care  as  care  that  is  (uii- 
patient-centered  and  provided  in  a  non-acute  setting,  exclud- 
ing subacute,  extended  care,  and  home  care.  I  discuss  some 
ways  that  we  can  demonstrate  how  our  unique  si<ills  base 
adds  vahic  in  amhulalor\  respiratory  caic  deh\er_\  and  sug- 
gest some  areas  that  might  be  reasonable  to  consider  under 
the  unibrejia  of  ambulator  care.  My  approach  is  largely  anec- 
dotal in  nature,  my  n  =  I  if  you  will,  because  there  are  few 
data  antl  no  ranilon)i/ctl.  coiitrolleil  clinical  liialsl 
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Over  the  years,  ihe  hospital-based  acute-care  respiratory 
care  practitioner  (RCP)  practiced  largely  as  a  technician,  fol- 
lowing physician  orders  or  ser\  icing  ventilators  ;ind  otJier  res- 
piratory equipment.  However,  with  the  advent  of  protocols 
for  weaning,  oxygen  delivery,  and  bronchodilator  adminis- 
tration that  is  changing.'  The  role  of  the  RCF'  in  acute  care 
is  evolving  to  one  of  assessor  and  consultant.  But.  in  otitpa- 
lient  ambulatory  care,  otir  role  has  almost  alv\  ays  been  one 
of  assessor-consultant,  although  that  may  have  been  by  de- 
fault! in  the  early  years  of  our  outpatient  department.  I  fre- 
quently had  con\ersations  with  physicians  that  went  like  this: 
"I  don't  know  what  else  to  do  with  this  gii_\ .  Ma\  be  you  can 
think  of  something.  .Itist  Icl  me  ktiow  what  you  want  and  I'll 
order  il."  My  experience  was  not  and  is  not  uniqtie.  My  cohoils 
in  ambulatory  care  can  relate  similar  stories.  Now  everyone 
knows  our  dirty  little  secret!  .Ambulatory  care  may  actually 
be  the  RCP's  idea  of  heaven  on  eaith! 

Optimizing  the  Skills  Base  of  the  RCP 

"I  am  \  otir  respiratoiy  care  practitioner,  and  I  am  here  to 
help  you." 
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No,  this  is  not  the  Internal  Revenue  Service,  but  this  should 
be  the  mantra  of  the  RCP  in  any  setting,  particularly  in  ambu- 
latory care.  And  the  timing  could  not  be  better!  And  why  is 
that?  The  primary  care  physician  (PCP)  is  considered  to  be 
a  gatekeeper  in  many  deliveiy  models  these  days.  He.  like  the 
rest  of  us.  is  expected  to  do  more  with  less.  If  his  practice  mir- 
rors the  national  statistics,  about  \0%  of  his  patient  popula- 
tion has  some  fonn  of  chronic  lung  disease — probably  emphy- 
sema, chronic  bronchitis,  or  asthma.  Direct  and  indirect  costs 
of  care  for  this  group  of  patients  are  thought  to  be  S 1 8. 1  bil- 
lion.- It  is  estimated  that  the  PCP  is  unable  to  spend  more  than 
15  minutes  with  each  patient,  including  paperwork.'  If  the  PCP 
can  refer  management  of  chronic  lung  disease  patients  to  a 
qualified  RCP  in  an  ambulatory  care  setting,  he  is  making  use 
of  the  services  of  a  lower  cost  provider  and  also  using  his  own 
time  more  appropriately — seeing  the  sickest  of  the  sick,  those 
who  really  need  his  advanced  expertise.  I  believe  that  no  dis- 
cipline is  more  uniquely  qualified  to  assist  the  PCP  (or  any 
other  health  ciue  provider)  with  the  management  of  pulmoniu^ 
disease  patients  that  is  the  professional  RCP. 

Smoking  Cessation 

Smoking  is  the  single  most  important  factor  in  the  devel- 
opment of  chronic  lung  diseases,  namely  emphysema  and 
chronic  bronchitis.  Approximately  25%  of  U.S.  residents 
smoke,  and  although  not  all  smokers  develop  lung  disease, 
those  who  do  will  access  the  health  care  system  for  treatment. 
That  treatment  will  probably  be  delivered  by  an  RCP  who 
understands  the  cardiopulmonary  system  and  the  effects  of 
smoking.  In  their  consensus  statement  on  smoking  cessation, 
the  U.S.  Agency  for  Health  Care  Policy  and  Research  expert 
panel  says  that  a  "specialist"  in  smoking  cessation  need  not 
be  defined  by  a  professional  affiliation  but  should  possess 
the  skills  relevant  to  cessation  activities.  The  panel  also  sug- 
gests that  all  patient  care  settings  have  in  place  a  system  to 
( 1 )  identify  smokers.  ( 2 )  treat  every  smoker  with  some  inter- 
vention, (3)  offer  nicotine  replacement,  (4)  and  closely  mon- 
itor and  follow  up  each  former  smoker.""  Although  smoking- 
cessation  programs  may  be  organizationiilK'  and  geographically 
located  in  the  wellness  center  of  a  hospital,  and  not  actually 
in  the  respiratory  care  department,  the  RCP  should  be  knowl- 
edgeable of  the  program  and  serve  as  an  active  refenal  source. 
I  believe  that  it  is  ideal  if  the  RCP  is  actively  involved  in  the 
teaching,  therapy,  and  long-term  follow-up  of  participants 
in  such  programs. 

Disease  State  Management 

Emphysema  &  Chronic  Bronchitis 

Ambulatory  disease  state  management  for  emphysema  and 
chronic  bronchitis  has  traditionally  been  pro\  idcd  though  pul- 
monary rehabilitation  (PR).  Defined  in  1974  by  a  commit- 


tee of  the  American  College  of  Chest  Physicians  as  individually 
tailored,  multidisciplinary  in  content,  and  meeting  the  diag- 
nostic, therapeutic,  psychosocial,  and  educational  needs  of 
the  patient.  PR  should  stabilize  or  reverse  disease  and  give 
the  patient  skills  to  maintain  the  highest  function,  given  the 
limitations  imposed  by  chronic  (and  largely  non-reversible) 
obstnictive  lung  disease.^  Well-known  in\cstigators  like  Petty 
have  provided  the  reseairh  that  confirms  the  appropriateness 
of  certain  therapeutic  interventions,  and  RCPs  deliver  those 
interventions  to  their  patients,  organized  either  as  a  PR  "pro- 
gram" with  patients  meeting  in  group  sessions  or  one-to-one 
with  individual  patients.  Involvement  of  the  patient's  fam- 
ily, attending  classes  and  supporting  the  patient,  is  desirable. 
In  a  survey  designed  to  determine  sites  for.  components  of. 
and  leadership  for  pulmonary  rehabilitation  programs  (PRP). 
Hodgkin  and  co-workers'*  found  that  while  there  was  wide 
variation  in  structure,  a  majority  of  the  PRPs  who  responded 
(150  programs  from  37  states)  were  outpatient  (97%)  and  60% 
were  directed  by  an  RCP  or  RCP-RN.  I  believe  that  RCPs  in 
PRPs  are  the  real  specialists  on  the  multidisciplinary  team. 
Their  training  gives  them  an  understanding  of  the  ventilatory 
limitations  imposed  by  lung  disease.  They  understand  that  the 
goals  for  exercise  (as  compared  to  those  for  cardiac  reha- 
bilitation) are  to  increase  the  duration,  but  not  necessarily  the 
intensity  of  that  exercise,  and  to  help  the  patient  translate  the 
increased  exercise  tolerance  into  increased  function  related 
to  activities  of  daily  living. 

When  the  PCP  calls  for  help  in  managing  a  patient  with 
COPD.  he  is  expecting  two  important  outcomes:  ( 1 )  an 
increased  level  of  function — which  may  mean  improved  qual- 
ity of  life — for  the  patient  and  (2)  decreased  utilization  of  health 
care  services  by  the  patient.  I  will  not  review  the  literature 
on  evaluating  the  results  of  PRP.  but  I  suggest  that  you  read 
Clark's  chapter  "Evaluating  the  Results  of  Pulmonary  Reha- 
bilitation" in  Casaburi  and  Petty's  text.  Friuciples  unci  Prac- 
tices of  Piilmomny  Rehabilitation  J 

Hospitalized  patients  ready  fordisch;uge  should  be  assessed 
by  the  RCP  or  another  member  of  the  team  to  see  if  they  can 
benefit  from  PR.  The  RCP  can  work  closely  with  the  discharge 
planner  to  assure  that  the  continuum  of  care  includes  this  inter- 
N'cntion  if  appropriate.^  The  RCP's  formal  education  prepares 
him  to  instruct  the  patient  in  the  use  of  airway  clearance  and 
breathing  techniques  and  medications  and  equipment,  includ- 
ing supplemental  oxygen  delivery  systems.  Attention  to  these, 
with  emphasis  on  patient  co-management,  can  help  to  avoid 
re-hospitali/ation." '"  RCPs  with  strong  diagnostic  backgrounds 
can  perform  the  pulmonary  function  studies  to  confirm  and 
assess  severity  of  disease,  design  an  individualized  exercise 
prescription,  and  monitor  and  peifonn  an  ongoing  assessment 
of  the  patient's  progress  as  he  goes  through  PR. 

Smoking  cessation  should  be  a  primary  goal  for  those  who 
still  smoke  when  they  enter  a  PRP.  It  has  been  our  experience 
that  almost  all  patients  have  slopped  smoking  prior  to  enrolling 
in  oLir  PRP.  so  we  do  not  include  smoking  cessation  as  part  of 
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our  curriculum.  Tlwse  who  do  smoke  lire  not  excluded  from  PRP 
participation;  however,  they  are  not  allowed  to  leave  the  build- 
ing during  PRP  for  a  "quick  one'  and  are  encouraged  to  attend 
the  smoking-cessation  program  in  the  hospital  wellness  center 
or  one  offered  at  a  more  convenient  location  closer  to  their  home. 

An  important  adjunct  to  the  formal  PRP  is  the  ongoing 
maintenance  program.  The  physiologic  benefits  of  exercise 
are  lost  in  1  to  2  months  if  exercise  is  not  continued.^  While 
some  patients  will  walk  in  a  mall  or  exercise  in  a  community 
facility,  such  as  a  YMCA  or  YWCA  program,  they  may  feel 
safer  and  be  more  comfortable  and  confident  in  the  now-famil- 
iar environment  of  the  PRP  from  vshich  they  have  graduated. 
Maintenance  programs  vary  in  size,  scope,  and  cost.  Most  are 
self-pay  with  cost  ranging  froin  SIO  to  $50  per  month.  I  learned 
from  querying  members  of  the  American  Association  for  Res- 
piratory Care's  (AARC's)  Continuing  Care-Rehabilitation  sec- 
tion that  one  of  the  largest  maintenance  programs  of  this  kind 
may  be  at  Halifax  Medical  Center  in  Daytona  Beach.  Florida, 
with  a  current  enrollment  of  nn>re  than  .^00  patients. 

Psychosocial  support,  an  important  component  of  both  the 
PRP  and  maintenance  programs,  can  be  provided  and/or  facil- 
itated by  the  RCP.  Regularly  scheduled  better-breathing-club 
meetings  and  opportunities  to  volunteer  within  the  PRP  can 
help  the  patient  cope  with  chronic  lung  disease.  Former  patients 
from  our  PRP  volunteer  to  visit  hospitalized  COPD  patients. 
They  are  also  recruited  to  do  typing,  filing,  and  phone  duty, 
or  any  other  task  for  v\  hich  they  feel  they  are  physically  able. 
Feelings  of  independence  and  self-worth  are  important  to  us 
all  and  our  providing  ways  to  reinforce  these  feelings  in  our 
patients  also  provides  a  valuable  patient  care  service.  RCPs 
should  volunteer,  too.  Organizations  such  as  the  American 
Lung  Association  and  the  AARC  need  our  support  and  clin- 
ical expertise  in  order  to  continue  to  support  the  COPD  patients 
and  their  families.-"' " 

Reimbursement  remains  inconsistent  across  the  country, 
but  it  is  encouraging  to  note  that  PR  is  listed  no  less  than  20 
times  by  the  Health  Care  Financing  Administration  (HCFA) 
ui  their  request  \\n  piX)posal  (RFP)  for  clinical  sites  to  provide 
lung  volume  reduction  surgery  (LVRS).  The  program  outline 
requires  that  bi)th  pre-  and  postoperative  PR  be  part  of  each 
RFP."  If  logic  dictates,  that  suggests  that  HCFA  has  recog- 
nized the  important  role  of  PR  in  helping  to  assure  a  positi\  e 
outctMiie  and  should  sLipport  Medic;ue  reimbursement  in  a  uni- 
fonn  manner  across  Ihc  bo;uxl.  The  LVR.S  progiani  at  our  insti- 
lulion  is  coordinateil  through  our  ambulatory  center.  In  addi- 
tion to  perloniiing  pulmonary  diagnostic  studies.  RCPs  team 
teach  a  class  entitled.  "Preparing  for  LVR.S.  the  Postoperative 
Experience."'  This  class  is  an  adjunct  to  the  PRP.  which  we 
have  always  considered  a  mandator)  component  of  LVR.S. 

Asthma 

It  seems  that  more  has  been  written  ahiul  astlima  management 
in  the  past  ."i  \ears  than  in  the  pre\  ious  .^01  We  can  thank  the 


now  well-known  National  Instiuites  of  Health  (NIH)  National 
Asthma  Education  and  Prevention  Program  (N.AEPP)  guide- 
lines for  that.'-  Throughout  that  document,  ambulatory  care  is 
emphasized.  An  emergency  department  visit  or  hospitalization 
is  considered  to  be  a  failure  in  management.  No  longer  is  it 
acceptable  to  consider  someone  subject  to  asthma  to  be  in  good 
conffol  if  he  or  she  has  had  '"only  one  or  two  ED  \  isits  this  year." 
If  we  accept  the  NAEPP's  asthma  management  philosophy, 
then  we  must  recognize  this  as  a  challenge  and  an  opportunity 
and  one  that  requires  us  to  step  up  to  the  role  for  which  our  pro- 
fessional credential  implies  we  are  prepared. 

The  NAEPP  guidelines  list  four  components  for  asthma 
management:  ( 1 )  objective  assessment.  (2)  environmental  con- 
trol. (3)  pharmacology,  and  (4)  p;irtnership  of  care.  It  is  clear 
from  the  guidelines  and  from  asthma  research  that  has  been 
funded  by  the  NIH  since  the  guidelines  were  published  in  1991 
that  the  partners  in  the  partnership  of  care  are  (but  iire  not  lim- 
ited to)  the  physician,  RCP,  nurse,  parent  or  other  caregiver, 
and  for  the  child  with  asthma,  the  school  or  day  care  personnel. 
With  these  players,  one  can  conjure  up  all  sorts  of  scenarios 
that  include  the  RCP.  In  1993,  with  funding  from  Monaghan 
Medical  Corporation.  Forest  Pharmaceuticals  Inc.  and  oth- 
ers, the  AARC  developed  and  implemented  a  program  called 
Peak  Pcrfdniuincc  USA.  This  program,  designed  for  use  in 
the  school  setting,  allows  the  RCP.  working  v\  ith  school  nurses 
and  school  administrators,  to  bring  peak  tlow  monitoring  to 
the  school.  To  date,  it  has  been  estimated  that  this  program 
has  had  an  impact  on  more  than  .500,000  children.  Thanks  to 
support  from  a  variety  of  sources,  the  cost  of  the  program 
appeals  to  an>  school  disuict — it  is  free!"  Being  involved  with 
children  with  asthma  means  being  invoh ed  v\  ith  their  par- 
ents, too.  We  should  talk  to  smoking  parents  about  the  dam- 
aging effects  of  secondhand  smoke,  not  onl\  for  their  child 
v\  ith  asthma  but  also  for  other  children  and  adults  w  ho  live 
with  them.''* 

Patient  and  family  education  is  important  in  asthma  man- 
agement, but  w  ithout  the  appropriate  phamiacology.  education 
alone  may  not  pR)\  e  to  produce  good  long-term  outcomes — 
decreased  utilization  of  health  services,  deceased  use  of  inhaled 
bronchodilators.  increased  producti\  ity  in  work  or  school, 
improvement  and  stabilization  of  peak  flow,  and  ability  to 
resume  normal  activ  ities.  But.  it  is  clear  that  providing  edu- 
cation along  vv  ilh  all  the  other  components  outlined  in  the 
Ciuidelines  is  important  to  help  assure  that  the  patient  and  fam- 
iK  understand  the  asthma  inanagement  plan.  In  our  Center, 
the  development  of  that  plan  begins  when  the  respiratory  case 
manager,  or  RCM.  assesses  and  evaluates  a  new  patient. 
[Because  RCPs  and  registered  nurses  (RNs)  have  equal  roles 
and  responsibilities  in  our  PRP.  v\e  call  them  RCMs.]  The  RCM 
performs  bronchodilalor  and  bronchoprovocation  studies, 
applies  and  interprets  skin  tests,  orders  a  sinus  computerized 
tomography  scan  when  indicated,  and  determines  the  appro- 
priate ujiper  and  lower  airway  medication  regimens — the 
""asthma  action  plan. "  The  RCMs  have  worked  closely  with 
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our  medical  director  to  de\elop  the  protocols  that  allow  them 
to  ha\  e  this  kind  of  autonomy. 

The  RCMs  in  our  Center  also  are  developing  strong  work- 
ing relationships  with  the  office  staffs  of  PCPs  in  our  area. 
In  recognition  of  the  fact  that  the  office  staff  fields  most  patient 
telephone  calls  and  talks  to  the  pharmacists  calling  for  refill 
infomiation.  we  ha\e  de\eloped  an  in-sen ice  program  to  help 
them  with  asthma  patients  in  the  office-based  practice.  The 
PCP's  staff  is  taught  basic  lung  physiology,  causes  for  asthma, 
monitoring  techniques,  and  basic  pharmacology  of  asthma. 
We  teach  them  how  to  develop  a  3-zone  action  plan,  based 
on  the  patient's  best  peak  flow.  They  are  made  aware  of  the 
services  that  we  offer,  how  to  reach  us  for  feedback,  and  when 
it  is  appropriate  to  refer  a  patient  to  us.  They  leave  our  pro- 
gram with  an  "Asthma  Management  Tool  Box"  and  business 
cards  from  all  our  staff  members. 

Cystic  Fibrosis 

Children  with  cystic  fibrosis  (CF)  are  living  longer.  The 
median  survival  is  approaching  30  years. '^  Again,  the  skills 
of  the  RCP  can  be  applied  to  the  benefit  of  this  emerging  adult 
CF  population.  This  group  is  also  considered  for  lung  trans- 
plantation, meaning  that  the  exercise  and  educational  format 
typical  of  a  PRP  can  address  the  pretransplant  requirements. 
New  airways  clearance  techniques,  such  as  use  of  the  flut- 
ter valve,  require  patient  and  family  instruction.  To  assure 
proper  delivery,  optimal  deposition,  and  minimal  waste  of  the 
new  and  expensive  aerosolized  medications,  the  expertise  of 
the  RCP  is  required.  The  same  types  of  patient  and  family  sup- 
port programs  are  important  to  provide,  and  we  must  keep  in 
mind  that  although  many  of  these  patients  aie  as  well  read  on 
their  disease  as  we  aie.  we  must  always  assume  that  they  require 
the  same  level  of  therapeutic  and  educational  interventions 
as  other  patient  groups. 

Research 

It  is  not  enough  to  alter  the  delivery  model  and/or  the  site 
of  care.  Unless  continuing  quality  improvement  (CQl)  pro- 
cesses are  in  place,  any  change  may  be  just  change  for  chiuige's 
sake.  It  is  important  to  e\  aluate  each  intervention  and  mea- 
sure tlie  outcome  of  that  intervention.  That  is  outcomes  research. 
Many  of  us  have  not  seen  ourselves  as  researchers.  We  might 
not  be  in  a  setting  that  fosters  research.  Just  the  word  research 
may  be  considered  intimidating,  especially  if  the  first  encounter 
is  reading  a  RFP  from  the  NIHI  In  our  center,  we  do  what  we 
call  "real  world"  research,  making  sure  that  the  basic  ques- 
tion is  simple  and  straightforward.  For  example,  we  asked  Why 
can't  the  child  vs  ith  asthma  receixe  his  twice-per-day  asthma 
medications  at  school?  In  collaboration  with  the  Dallas  Pub- 
lic Schools  (DPS)  and  the  Baylor  School  of  Nursing  (BSN) 
and  with  support  from  a  phannaceutical  company  and  an  equip- 
ment manufacturer,  we  set  about  to  answer  that  simple  ques- 


tion. Five  vears  and  three  projects  later,  with  total  funding  of 
less  than  $30.()(K).  uc  have  some  answers.  But  we  ha\e  many 
more  questions!  So  the  real  world  research  continues.  The  RCP 
in  ambulatory  care  (and  in  all  other  venues)  must  consider 
it  a  part  of  the  job  description  to  be  a  researcher — a  ques- 
tioner— asking  How,  Why,  When,  and  Where,  so  that  some- 
one else  does  not  ask  Who. 

The  Continuing  Care-Rehabilitation  section  of  the  AARC 
is  involved  in  a  collaborative  research  project.  For  the  past 
year.  15  PRPs  from  around  the  country  have  collected  data 
on  quality  of  life  using  a  well-known  36-question  tool  that 
has  been  validated  for  use  in  the  general  population."'  The 
study  questions  are:  ( 1)  Is  it  feasible  to  do  a  study  of  this  kind 
using  multiple  sites,  and  (2)  Is  there  a  difference  [improve- 
ment] in  the  patient's  perception  of  quality  of  life  after  PR? 
To  date,  we  have  collected  and  analyzed  over  300  data  sets. 
Given  the  success  of  this  project,  our  Section  urges  other  Sec- 
tions to  undertake  the  development  of  multicenter  outcomes 
research  projects.  The  bottomline  is  that  in  this  day  and  age. 
we  must  justify  our  existence.  We  must  prove  that  we  are  the 
best  for  the  job.  By  providing  funding  for  research  projects 
that  have  the  potential  for  demonstrating  the  value  of  the  RCP. 
the  AARC  has  made  a  strong  commitment  to  support  these 
endeavors.  Publication  of  good  data  from  well-designed  stud- 
ies will  enhance  our  professional  credibility  with  other  health 
care  providers  and  with  payers. 

Other  Opportunities 

Workplace  &  Environmental  Evaluations 

A  review  of  the  literature  on  asthma  and  allergy  confirms 
that  we  are  living  in  a  world  of  allergens  and  iiritants  that  are 
difficult  to  avoid.  Tlie  child  in  school  is  exposed  to  chalk  dust. 
Tliink  about  the  potential  exposures  for  a  young  soccer  player — 
fall  weeds  and  pollens,  cold  air.  mold.  dust,  and  exercise.  Eval- 
uations of  the  asthma  patient's  environment  provides  infor- 
mation that  is  valuable  when  developing  the  asthma 
management  plan.  The  results  of  simple  skin  testing  for  com- 
mon allergens  helps  the  patient  to  know  what  to  avoid  and  what 
to  get  rid  of  The  diagnosis  of  exercise-induced  asthma  (EIA) 
can  be  made  by  assessment,  survey,  and  at-school  pulmonary 
functions  testing  before  and  after  exercise.  Follow-up  by  the 
RCP  includes  instnicting  the  athlete  with  EIA  about  the  impor- 
tance of  monitoring  peak  flows  and  medicating  with  the  appro- 
priate blocking  agent  as  part  of  the  nonnal  wann-up  regimen.'-" 

The  skills  of  the  RCP  can  be  utilized  by  the  occupational 
health  team  to  assist  in  differentiating  between  occupational 
and  work-aggravated  asthma.  The  Amencan  College  of  Chest 
Physicians  ( ACCP)  Consensus  Statement  on  Asthma  in  the 
Workplace  carefully  outlines  the  necessary  components  and 
the  sequence  of  events  leading  to  an  accurate  diagnosis.'"  The 
well-prepLued  RCP  can  do  the  initial  histoiy  and  physical  and 
assess  the  patient's  efforts  during  pulmonary  functions  tests. 
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Reinforcing  the  importance  of  accurate  self- monitoring  and 
recording  peak  flow  4  times  a  day  at  work  or  at  home  is  'right 
up  the  RCP's  alley."  In  1994,  the  DPS  requested  our  Center's 
assistance  in  evaluation  of  a  group  of  middle  school  teachers 
who  had  lower  airway  symptoms  primiuily  during  school  hours. 
We  implemented  the  study  in  less  than  2  weeks,  taking  advan- 
tage of  their  spring  break  as  a  wash-out  period.  We  were  able 
to  do  that  study  because  our  staff  had  the  skills  required. 

Consultants  to  Payers 

Everybody  wants  to  be  a  consultant,  but  few  are  as  qual- 
ified as  the  RCP  to  work  with  managed  care  organizations 
(MCOs)  in  the  development  of  care  plans  for  pulmonary  dis- 
ease. The  RCP  in  a  PRP  is  familiar  with  the  necessary  com- 
ponents of  PR  and  can  help  to  educate  the  MCOs  on  the  im- 
portance of  addressing  the  patient's  functional  limitations 
through  a  skill-based  evaluation  process.  Our  being  able  to 
articulate  the  rationale  for  each  component  of  the  care  plan 
can  help  the  MCO  make  an  infonned  decision  about  whether 
to  cover  PR  services.  Because  we  understand  the  pharma- 
cologic strategy  for  asthma  management  and  the  ramifica- 
tions of  failure  to  adhere.  RCPs  can  assist  in  the  development 
of  logical  queries  into  the  MCO's  phamiacy  information  sys- 
tem. Having  information  on  physician  prescribing  patterns 
and  patient  refill  habits  can  lead  to  interventions  that  should 
improve  asthma  care. 

Marketing  &  Promotional  .Activities 

Early  in  the  development  of  our  ambulatory  care  center, 
we  worked  with  our  hospital's  marketing  department  to 
develop  collateral  materials,  including  informational  brochures 
aimed  primarily  at  the  patient  and  the  physician.  However, 
some  RCPs  may  not  have  such  resources  and  must  develop 
these  important  tools  alone.  With  the  availability  of  desktop 
publishing  software  and  specialized  print  shops,  the  RCP  can 
put  together  attractive  materials  to  market  ambulatory  care 
services.  Having  a  tight  (or  nonexistent)  budget  poses  chal- 
lenges, too.  Most  of  us  cannot  pay  for  print  advertising,  but 
we  should  remember  that  the  media  love  a  good  human  inter- 
est story.  The  story  of  an  athlete  who  becomes  a  star  after 
proper  asthma  treatment  in  your  center  is  worth  much  more 
than  an  advertisement  in  the  local  paper.  A  picture  is  'worth 
a  thousand  words."  The  image  of  an  elderly  gentleman  fish- 
ing from  a  dock  w  ith  his  portable  oxygen  sitting  beside  him 
sends  an  important  message  for  both  the  uninfonned  consumer 
and  the  emphysema  patient  who  thinks  he  is  home-bound 
because  he  must  use  supplemental  oxygen.  Part  of  our  job 
should  be  to  m;ukct  our  profession  ;ind  what  we  can  do.  Never 
say  No  w  hen  asked  to  speak  about  your  program.  Tiike  advan- 
tage of  the  opportunity  to  educate  and  inform  the  audience 
about  wellness  and  disease  and  the  special  skills  that  you,  the 
RCP.  brinu  to  ihc  health  care  arena. 


Some  RCPs  have  combined  knowledge  with  their  creativity 
by  being  actors,  producers,  directors,  and  writers  of  educa- 
tional materials.  Huff  and  Puff,  the  children's  asthma  edu- 
cation puppet  show,  is  an  excellent  example  of  an  RCP's  desire 
to  conUnbute  sometliing  specifically  for  childien. '"  Good  patient 
education  videotapes  are  hard  to  find,  with  many  coming  from 
pharmaceutical  and  equipment  manufacturers.  Quality  video- 
tapes created  by  ambulatory  care  teams  can  be  used  both  to 
educate  consumers  and  market  PRP  services. 

Building  on  the  Skills  Base 

Nurses  are  generalists;  RCPs  are  specialists.  In  today "s  health 
care  environment,  that  does  not  make  us  weak  and  the  nurses 
strong,  or  visa  versa.  It  is  generally  accepted  that  nurses  are 
compensated  at  a  higher  rate  than  RCPs.  That  does  not  make 
us  a  less  important  discipline.  It  may  potentially  make  us  the 
most  important  discipline,  especially  in  management  of  lung 
disease.  The  RCP  should  emphasize  the  strengths  that  spe- 
cialization has  implied  in  the  past  and  address  the  requirement 
to  acquire  additional  skills.  TTiis  strategy  can  only  help  ensure 
increasing  reliance  on  the  RCP  as  that  indispensable  mem- 
ber of  the  team. 

Enhancing  Our  Professional  Competencies 

Where  should  we  enhance  our  expertise? 

Geriatrics 

The  population  is  aging:  we  can  count  on  seeing  older 
patients  in  PRPs,  and  we  need  to  be  expeils  in  the  aging  pro- 
cess. Although  it  is  true  that  the  older  the  cohort  the  larger 
the  percentage  of  that  cohort  whose  activities  will  be  affected 
by  chronic  conditions,  we  must  develop  the  assessment  skills 
and  tlexibility  that  allow  us  to  adapt  the  content  of  our  pro- 
grams to  address  a  wide  variety  of  individual  limitations  and 
not  assume  that  anyone  over  the  age  of  70  has  poor  eyesight, 
poor  hearing,  and  slow  reaction  times.-" 

Patient  &  Family  Education 

The  Joint  Commission  for  the  Accreditation  of  Hospitals 
(JCAHO)  requires  that  we  provide  age-specific  education,  but 
we  must  also  be  cognizant  of  other  issues  besides  age  that  can 
affect  the  learning  process.-'  Many  of  us  simply  have  been 
'thrown  into'  patient  education.  We  have  learned  the  basics — 
the  use  of  simple  sentences  and  non-technical  language  and 
the  importance  of  demonstration,  return  demonstration,  and 
feedback — but  those  things  are  not  nearly  enough.  We  need 
to  learn  educational  techniques  that  translate  acquisition  of 
knowledge  into  behavioral  modification.  We  need  to  add 
regionally  specific  courses  on  language  and  culture  to  our  for- 
mal curriculums.-- 1  belie\e  that  one  of  the  most  valuable  ser- 
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vices  any  health-related  instiaition  of  higher  learning  can  offer 
is  a  module  specific  to  meeting  the  needs  of  minority  pop- 
ulations, especially  those  immigrating  in  high  numbers  to  the 
region  of  our  country  served  by  the  institution. 

Other  barriers  to  learning  exist,  quite  apart  from  culture 
and  language,  and  these  barriers  have  been  shown  to  impose 
some  of  the  greatest  challenges  on  health  care  deliverers.  The\ 
are  the  socioeconomic  barriers — no  money,  no  transportation. 
no  phone.-'  In  his  paper  on  RCPs  and  health  care  reform. 
Shrake  has  suggested  that  we  might  become  "clinical  exec- 
utives".-'' Add  this  course  to  the  ideal  curriculum.  We  need 
a  course  in  maneuvering  through  the  administrative  barriers 
(internal  and  external,  hospital,  and  HCFA)  because  it  will 
not  do  much  good  to  be  an  expert  on  effective  educational  tech- 
niques and  behavior  modification  if  the  patient  literally  does 
not  have  access  to  us. 

Pharmacology 

To  meet  the  needs  of  patients  in  regard  to  pharmacology. 
there  may  be  strength  in  generalization.  Many  patients  who 
need  ambulatory  care  services  from  the  RCP  have  other  health 
conditions  that  overlap  with  the  primary  conditions  that  we 
are  addressing.  The  patient  with  asthma  may  have  chronic 
sinusitis,  requiring  decongestants,  antihistamines,  and  antibi- 
otics. The  CF  patient  often  needs  nutritional  supplements  and 
long-term  intravenous  antibiotic  therapy.  The  geriatric  patient 
in  the  PRP  may  have  congestive  heart  failure  and  be  on  a  myr- 
iad of  cardiac  medications.  The  lung  transplant  patient  faces 
a  lifelong  requirement  for  immunosuppressive  drugs.  We  need 
to  build  our  skills  and  knowledge  base  in  pharmacodynam- 
ics and  pharmacokinetics.  We  should  explore  the  world  of  so- 
called  alternate  therapies,  separating  fact  from  fiction  and,  per- 
haps, discarding  the  notion  that  medication  administration  is 
the  only  mode  of  treatment. 

Transdisciplinary  Skills 

RCPs  in  ambulatory  care  settings  often  work  closely  with 
other  health  care  specialists  on  multidisciplinai^  teams.  In  PRP, 
those  disciplines  may  include  physical  and  occupational  ther- 
apies, social  work,  and  nutrition  services.^*'^  Although  each 
of  those  disciplines  brings  important  expertise  to  patient  c:u-e. 
with  appropnate  U-aining  the  RCP  may  be  able  to  provide  those 
services  in  a  more  cost-effective  way.  Target  areas  for  gain- 
ing competencies  may  include  exercise  physiology,  assess- 
ment and  skill  training  in  activities  of  daily  living  (ADLs). 
and  nutritional  counseling  specific  to  the  needs  of,  for  exam- 
ple, the  CF  patient. 

Management  of  Dwindling  Health  Resources 

Because  the  delivery  models  are  changing  and  resources 
are  diminishing,  the  RCP  must  be  a  student  of  history  and  a 


manager  of  change.  Not  being  adequately  prepared  for  change 
and  simply  being  reactive  (as  opposed  to  being  proactive)  has 
been  called  a  case  of  professional  rigor  mortis.-'  Selker  and 
Broski.  in  the  Winter  1991  Journal  of  Allied  Hecilrh.  reported 
that  allied  health  professionals  are  and  will  continue  to  be  the 
primary  providers  in  the  chronic  care  setting,  and  their  role 
w  ill  increase  as  increased  attention  is  given  to  environmen- 
lal  and  functional  assessments.-'  We  must  be  computer  lit- 
erate. New  programs  for  scheduling,  data  collection,  and  anal- 
ysis appear  frequently.  Accessing  the  World  Wide  Web  allows 
us  to  peruse  the  current  medical  literature  and  network  with 
other  health  care  providers  around  the  world. 

WHAT  THE  FUTURE  HOLDS 

Other  papers  from  the  Journal  conference  have  provided 
us  w  ith  in-deptli  infonnation  on  the  state  of  the  Americitn  healtli 
care  delivery  system.  Payers  will  continue  to  "ratchet  down" 
and  expect  to  pay  less  for  the  same  services.  Providers  strug- 
gle with  how  to  provide  care  with  value.  Some  say  that  it  can- 
not get  much  worse,  and  that  we,  the  providers,  will  have  no 
alternative  but  to  make  choices  that  may  compromise  the  qual- 
ity of  the  care  we  provide.  Are  we  at  a  crossroads,  as  Dean 
Hess  suggests?-''  Of  course  we  are.  but  we  were  at  a  cross- 
roads when  we  were  faced  with  diagnosis  related  groups 
(DRGs).  What  we  did  then  is  what  we  must  do  now — we  must 
scrutinize  carefully  and  thoughtfully  the  ways  we  deliver  care 
and  make  adjustments  accordingly.  Many  of  the  things  that 
I  ha\e  suggested  for  building  our  skills  base  are  not  specific 
to  the  RCP  working  in  the  ambulatoi7  care  setting — not  really 
specific  even  to  respiratory  care.  So.  ratlier  than  being  at  a  cross- 
roads, we  are  at  a  "fork  in  the  road."  and  expanding  our  exper- 
tise allows  us  to  go  in  many  directions — not  just  left  or  right. 

These  are  troubling  times.  These  are  challenging  times. 
But  they  are  the  most  exciting  of  times,  especially  for  those 
of  us  who  have  worked  for  many  years  in  hospital-based  ambu- 
latory care.  We  have  fought  for  space,  staff,  reimbursement, 
and  credibility.  We  have  had  to  demonstrate  how  to  do  more 
with  less.  We  have  had  to  be  innovative,  creative,  and,  most 
of  all,  persistent.  Developing  these  skills  has  served  us  well. 
Enormous  job  satisfaction  goes  along  with  professional  and 
personal  credibility.  I  believe  that  the  playing  field  is  level. 
The  RCP  who  is  prepared  clinically  and  professionally  to 
expand  will  be  perceived  as  the  person  right  for  the  times.  For 
the  RCP  in  ambulatory  care,  the  excitement  comes  now  in 
developing  even  better  skills,  shaiing  our  innovative  spint  w  iili 
our  profession,  and  providing  a  presence  that  the  American 
health  care  system,  no  matter  its  configuration  at  any  given 
moment,  can  ill  afford  to  do  without. 
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Discussion 

Dubbs:  I  agree  that  pulnionaiy  lehab 
will  continue  to  gain  attention.  I  get  calls 
in  the  office  all  the  time  fiom  people 
requesting  the  packet  that  we  have  on 
pulmon;ir\'  rehab.'  st)  I  know  that  theie's 
a  lot  of  interest.  As  managed  care  orga- 
nizations increasingly  recognize  the 
financial  impact  of  successfully  man- 
aging chronic  disease  patients,  pul- 
monary rehab  represents  a  real  oppor- 
tunity for  respiratory  care  practitioners 
to  position  themselves  as  adjuncts  to 
physicians  in  successfully  managing 
these  patients  by  keeping  them  in  their 
homes  and  out  of  emergency  rooms  and 
hospitals.  Have  you  any  thoughts  on 
how  we  effectively  market  RCPs  to 
compete  for  those  positions? 
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Lawrence:  What  I  can  do  is  share  expe- 
riences. I  know  from  following  the  lit- 
erature, that  we  haven"!  written  much 
about  ourselves.  But  I  think  that  people 
who  work  in  pulmonaiy  rehab  programs 
will  tell  you  that  the  successful  progriuiis 
lire  successful  for  a  couple  o\'  reasons — 
number  one.  they're  pid\  iding  the  ser- 
vices that  patient  population  desperately 
needs.  Second,  they've  been  persistent. 
During  the  first  .■?  years  of  the  program 
at  Baylor  (and  I  think  the  people  at  Duke 
aiul  other  large  programs  around  the 


countr\  might  say  the  same  thing),  we 
walked  the  halls  kxiking  for  patients,  and 
after  about  3  yeiU's  of  that,  the  physiciiins 
probably  thought,  "Gosh,  they're  still 
here.  They  must  have  something  for  us," 
I  think  that's  part  of  effective  market- 
ing. It  has  to  be  that  one-to-one  inter- 
action with  people — no  different  than 
the  marketing  that  the  RCP  at  the  bed- 
side does — lieing  there  for  the  physician, 
meeting  his  needs  and  the  needs  of  the 
patient.  While  we  can  come  up  with  a 
lot  of  miu'keting  ideas  ;md  the  AARC  c;ui 
put  out  a  lot  of  promotional  material,  I 
really  believe  that  the  best  marketing, 
just  like  the  best  ad\eilisement  for  our 
program,  is  word-of-mouth.  ;ind  the  best 
advertising  that  we  can  do  as  an  orga- 
nization is  for  each  of  us  to  individually 
be  strong  and  very  knowledgable  and 
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enthusiastic  about  our  profession.  You 
have  to  create  your  opportunities.  If  you 
know  that  there's  a  need  out  there,  and 
you're  vviUing  to  do  what's  necessary. 
you  don't  have  to  ha\e  slick  promotional 
material  to  market  a  good  service.  Mar- 
keting is  not  advertising.  Marketing  is 
promoting.  Marketing  is  selling  a  ser- 
vice. When  I  talk  to  students  and  I  say 
"You  know,  we  really  are  selling  a  ser- 
vice. Don't  sell  anybody  a  product  they 
can't  use.  That's  inappropriate."  Some- 
times people  will  turn  up  their  noses  at 
that.  But  I  respond  to  that  by  saying, 
"You  just  show  me  one  thing  that's  ever 
done  in  this  world  that  doesn't  involve 
selling."  And  that's  what  it  is.  But  you 
have  to  believe  in  your  product,  and  I 
think  that's  the  strongest  marketing  mes- 
sage that  you  can  give  to  anybody.  You 
also  have  to  have  excellent  medical 
direction.  When  you  look  at  good  pro- 
grams around  the  country  that  have  sur- 
vived, they  have  good  medical  direction, 
and  they  also  have  good  administrative 
support.  We  have  a  marvelous  admin- 
istration at  our  hospital.  We  couldn't  do 
it  without  them.  They  ha\e  supported  us 
despite  the  fact  that  pulmonary  rehab  is 
not  generally  a  money  maker.  In  truth, 
our  hospital  may  f;ire  better,  as  an  exam- 
ple, when  an  asthmatic  comes  into  the 
hospital,  just  because  of  DRGs  and  the 
current  reimbursement.  Well,  you  know, 
there's  making  money  and  then  there's 
doing  the  right  thing.  I'd  like  to  think  we 
are  doing  the  right  thing. 

Blonshine:  Gretchen,  I  would  like  to  add 
sleep  to  the  discussion  of  opportunities 
in  ambulatory  care.  The  area  of  sleep 
diagnostics,  prevention,  and  disease 
management  is  one  with  potential 
growth  and  opportunities  for  respiratory 
care  practitioners.  I  believe  it  may  be  one 
of  the  blossoming  areas  in  disease  man- 
agement where  the  RCP  can  impact  out- 
comes. I  would  also  like  to  ask  what 
your  experiences  are  in  the  occupational 
environment.  How  can  we  effectively 
impact  that  area  as  RCPs? 

Lawrence:  That's  been  an  interesting 
environment  because  it  has  evolved  just 


the  way  health  care  systems  have 
evolved.  It's  hard  to  tell  who  some  of 
the  players  are  and  how  these  contracts 
are  negotiated.  I  think  you  probably 
take  those  opportunities  when  you  are 
presented  with  a  patient  in  a  diagnos- 
tic laboratory,  as  an  example,  on  a 
workers'  comp  case,  to  find  out  who 
referred  them,  what  that  scenario  is. 
Again,  this  points  up  the  value  of  an 
aggressive  medical  director  who  says 
this  is  an  area  that  we  can  help  in.  I'm 
not  sure  exactly  what  to  tell  you  about 
marketing  per  se,  but  again,  it's  rela- 
tionship building  and  a  collaborative 
approach  to  finding  answers,  and  get- 
ting with  the  occupational  health  groups 
that  have  contracted  with  large  pro- 
viders in  your  area  or  large  manufac- 
turers in  your  area. 

Blonshine:  Are  you  aware  of  any  out- 
come studies  in  industry  with  RCPs 
involved  with  smoking-cessation  pro- 
grams or  asthma  management  that  doc- 
ument a  decrease  in  health  cai'e  costs  to 
the  employer? 

Lawrence:  There  are  some  good  stud- 
ies out  there  on  asthma  management 
and  cost-effectiveness.'"*  It's  interesting 
to  note  that  the  NIH  gave  out  more 
than  a  million  dollars  in  4  or  5  grants 
to  look  at  primarily  the  educational 
component  of  asthma  management, 
and  what  they  reported  at  the  ATS 
meeting  this  year  was  that  they  didn't 
show  much  change  when  they  pro- 
\  ided  education  alone.""  We  need  to 
look  at  that  as  an  opportunity  to  say 
"We  need  to  be  patient  educators,  but 
we  have  an  opportunity  to  be  case 
managers  and  look  at  all  the  compo- 
nents of  good  asthma  management 
(pharmacology,  objective  diagnostics, 
environmental  control)."  Because  you 
can  teach  somebody  ail  day  long  about 
how  to  use  a  peak  flow  meter,  as  an 
example,  but  if  they  aren't  taking  the 
right  medications  and  they  don't  know 
how  to  self-adjust  those  medications 
in  response  to  changes  in  peak  flow, 
then  all  the  education  in  the  world  is 
not  going  to  mean  anything. 
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Shrake:  One  thing  respiratory  care  prac- 
titioners can  do  to  understand  whether 

they've  moved  into  the  geriatric  arena 
or  not  is  when  their  EKG  and  signature 
begin  to  look  alike!  Could  you  elabo- 
rate on  how  you  have  worked  with  the 
primary  care  physician  to  acquire 
patients  for  your  asthma  program,  and 
are  respiratory  care  practitioners  doing 
that  or  are  they  RN/RRTs  and  have  there 
been  any  stumbling  blocks  in  not  hav- 
ing an  RN  attached  to  your  name  to 
work  in  those  areas? 

Lawrence:  Our  Center  has  positions 
for  2  RNs  and  2  Registered  Respiratory 
Therapists.  Right  now,  I  have  2  RRTs 
and  I  RN,  with  1  RRT  position  open. 
We  call  these  RRTs  and  RNs  RCMs 
(Respiratory  Case  Managers)  because 
they  do  case  management,  and  we  want 
everybody  to  understand  that  they  do 
have  equal  roles  and  responsibilities. 
So,  in  everything  that  we  talk  about,  we 
say  "The  Respiratory  Case  Manager 
will  be  working  with  your  patient." 
Patients  come  to  us  either  by  physician- 
or  self-referral.  Whichever  way  they 
come  to  us,  that  physician  gets  a  call- 
back to  say  "While  your  patient's  in  the 
Center,  we're  going  to  tweak,  maybe 
evaluate"  etc,  to  assure  the  physician 
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that  we  are  there  to  do  the  types  of 
things  needed  to  complement  his  care. 
We're  not  a  long-term  care  center,  so 
there's  no  feeling  of  competition.  It  has 
taken  a  while  to  develop  those  rela- 
tionships, but  when  the  RCM  calls  that 
physician  on  the  phone,  the  physician 
does  not  ask  if  he  is  talking  to  an  RN 
or  an  RRT.  We  say  "This  is  the  Res- 
piratory Case  Manager.  I'm  working 
with  your  patient,  Mrs  Jones,  and  this 
is  the  care  plan  we're  suggesting."  Our 
Medical  Director  has  encouraged  the 
physicians  who  have  asthmatics  in  the 
hospital  to  just  write  an  order  for  a  con- 
sult with  a  Respiratory  Case  Manager 
in  the  .Asthma  Center. 

T  Slctller:  What  is  the  charge  for  your 
programs  that  you  provide  for  asthma 
and  pulmonary  rehab?  I  guess  it's  more 
applicable  in  the  asthma  arena,  where 
you  provide  support  to  them.  Second. 
What  do  you  acaially  get  paid  (if  you  get 
paid)  for  those  services?  And  then  on  a 
little  different  topic.  How  much  contact 
do  you  have  with  the  Director  of  Plan- 
ning and  perhaps  the  Director  of  Man- 
aged Care  at  your  institution'.'  Because, 
in  reality,  those  are  the  2  folks  (maybe 
it's  one  person )  who  are  directing  occu- 
pational health  efforts  to  gain  relation- 
ships with  employers,  and  for  managed 
group  managed  care  organizations. 


Lawrence:  We  do  charge  for  procedures 
and  for  the  patient  instruction  compo- 
nents of  our  programs.  In  both  the  astlima 
and  pulmonai7  rehabilitation  programs, 
the  emphasis  is  on  addressing  the  pa- 
tient's functional  limitations.  An  exam- 
ple of  a  functional  limitation  in  asthma 
may  be  the  inability  to  use  an  MDI  with 
holding  chamber.  In  COPD,  functional 
limitations  ;ire  more  easily  discemible — 
the  patient  may  tell  you  that  he  cannot 
walk  out  to  the  mailbox  by  the  street  to 
get  the  mail.  Our  goal  in  both  examples 
is  to  give  the  patient  the  tools  to  do  these 
things.  And,  yes.  we  do  get  reimbursed, 
not  at  100%,  but  at  a  percentage  that 
many  times  has  been  agreed  on  via  con- 
tract between  our  institution  and  the  man- 
aged care  provider.  We  have  worked 
closely  with  Baylor's  managed  care 
departiTient  to  make  sure  that  if  and  when 
the  opportunity  arises,  they  can  provide 
accurate  information  about  our  services, 
and  they  can  pull  us  into  direct  discus- 
sions about  our  philosophy  of  proactive 
co-management  for  asthma  and  COPD. 

T  Stoller:  You  are  able  to  charge  for 
patient  education? 

Lawrence:  We  use  the  temi  instmction 
because  tlie  payers  seem  to  like  that  temi 
better.  It  may  be  a  better  word  to  describe 
the  interaction,  demonstration,  and  feed- 


back that  is  necessary  to  show  improved 
patient  function  in  a  given  area,  such  as 
medication  administration.  Our  asthma 
program  originally  consisted  of  four  3- 
hour  sessions  at  a  charge  of  about  $700. 
But  getting  4  more  visits  approved  (when 
the  initial  refeiTal  number  was  for  3  or 
4  visits)  proved  to  be  time-consuming 
and  difficult.  Our  respiratory  case  man- 
agers would  spend  a  great  deal  of  time 
on  the  phone  justifying  tlie  additional  vis- 
its (and  additional  charges).  We  would 
also  send  a  letter  reminding  the  payer  of 
the  costs  incuued  from  the  ED  or  hos- 
pitalizations in  the  previous  1 2  months, 
along  with  a  copy  of  a  cost-effectiveness 
study  we  had  done.'  Now,  we  incorpo- 
rate the  group  instructional  components 
into  a  visit,  with  up  to  8  patients  com- 
ing in  tor  about  6  hours.  This  day  count.s 
as  1  of  the  4  visits,  the  patient's  time 
commitment  is  less  (6  hours  vs  1 2  hours), 
and  the  cost  is  about  half.  Everybody 
wins.  We  plan  to  repeat  our  study  and 
see  if  the  abbrev  iated  program  is  a  effec- 
tive in  reducing  ED  and  hospitalizations 
as  the  old  model  was. 
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Introduction 

Like  many  aspects  of  clinical  caie  in  the  cuirent  cost-atten- 
tive health  care  environment,  respiratory  care  tor  adult  non- 
ICU  inpatients  has  continued  to  evolve  as  new  models  for  pro- 
viding care  have  been  proposed.  Pressures  to  improve  the 
allocation  of  respiratory  care  services,  to  eliminate  unneeded 
services,  to  optimize  outcomes  at  the  lowest  possible  cost,  and 
to  enhance  patient  satisfaction  have  fostered  consideration  of 
new  models  for  providing  respiratory  care  services,  includ- 
ing respiratoiy  care  protocols  (also  called  therapist-driven  pro- 
tocols), work  redesign  or  patient-focused  care,  critical  paths. 
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and  discharge  planning.  In  this  paper,  we  review  the  impact 
that  new  and  emerging  models  have  exercised  on  the  deliv- 
ery of  respiratory  care  services  to  adult  iion-ICU  inpatients. 
We  first  define  these  new  models  and  Ihen  discuss  the  recorded 
expeiience  with  each  of  these  models  in  that  setting.  Each  dis- 
cussion focuses  on  the  roles  played  by  respiratory  care  prac- 
titioners (RCPs)  in  each  model,  the  interactions  between  RCPs 
and  other  health  care  providers  in  each  model,  and  the  skill 
mix  required  by  RCPs  to  function  optimally  in  each  model. 
Finally,  we  discuss  outcome  studies  that  have  used  combi- 
nations of  these  models. 

New  Models  Affecting  Respiratory  Care 
Protocols 

Protocols  are  guided  pathways  to  help  direct  specific  aspects 
of  a  patient's  treatment  regimen.  In  respiratory  care,  many 
types  of  protocols  exist,  including  those  directing  weaning 
from  mechanical  ventilation,  drawing  arterial  blood  gases,  and 
managing  asthma  and  postoperative  thoracic  surgical  care, 
as  well  as  protocols  for  specific  treatment  modalities  such  as 
oxygen  and  aerosol  therapy.  Single  protocols  for  specific  treat- 
ment modalities  can  be  combined  to  provide  a  full  range  of 
respiratory  therapy  services  including  patient  assessment  and 
evaluation,'  -*  thereby  creating  a  Respiratory  Therapy  Con- 
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suit  Service  like  that  used  at  several  institutions,  including  the 
Cleveland  Clinic  Foundation."'''  The  primary  purpose  of  pro- 
tcx;ols  and  of  a  Respiratory  Therapy  Consult  Service  is  to  opti- 
mize the  allocation  of  respiratory  care  services,  ie.  to  provide 
therapy  to  patients  needing  and  likely  to  benefit  from  ther- 
apy but  to  avoid  allocating  respiratory  care  resources  when 
therapy  is  not  likely  to  provide  benefit. 

Restructuring 

Restructuring  involves  changing  the  basic  organization  of 
health  care  services,  in  an  attempt  to  do  more  with  less  while 
increasing  value.  To  do  this,  an  organization  may  need  to  flat- 
ten its  hierarchies,  establish  new  communication  channels. 
and  decentralize  in  an  effort  to  promote  collaboration  and  coop- 
eration between  managers  and  those  who  provide  direct  patient 
services.  The  ultimate  goal  is  to  attain  greater  organizational 
effectiveness  and  productivity,  while  preserving  or  increas- 
ing employee  satisfaction.  Approaches  to  restructuring  fre- 
quently include  cross-training  employees,  the  use  of  unlicensed 
assistive  staff,  and  decentralizing  services  by  bringing  them 
directly  to  the  patient.'' 

Re-Engineering 

Re-engineering  is  a  part  of  restructuring  that  involves 
improving  the  efficiency  of  processes  through  simplification 
and  elimination  of  redundancy.^  Re-engineering  changes  the 
busmess  process  in  an  attempt  to  improve  costs,  quality,  ser- 
vice, and  speed.  Although  there  is  still  focus  on  the  customer, 
more  emphasis  is  placed  on  profitability  and  market  share.** 

Redesign 

Work  redesign  strives  to  match  the  right  person  with  the 
right  job.  This  may  involve  job  enlargement  or  job  enrich- 
ment through  cross-training  and  increased  flexibility.  As  u  ith 
other  strategies,  the  goal  is  to  increase  productivity. 

Patient-Focused  Care 

The  model  of  patient-focused  care  combines  a  set  of  con- 
cepts and  principles  that  extend  beyond  process  improvements 
in  order  to  increase  efficiency.  Patient-fticused  care  is  designed 
to  enhance  the  quality  and  productivity  of  patient  service,  thus 
increasing  patient  satisfaction.'*  Patient-focused  care  organizes 
staff  and  services  around  the  needs  of  the  patient,  bringing 
specific  services  and  resources  directly  to  the  patient.'-^  Exam- 
ples of  such  services  include  radiology,  laboratory,  phamiacv. 
and  admitting  (ie.  adnutting  personnel  and  computers  go  to 
the  patient  rather  than  the  patient's  coming  to  a  centralized 
admitting  department).  In  addition,  patient-focused  care 
addresses  the  perception  that  patients  prefer  to  have  their  care 
provided  by  fewer  people.'"  and  that  coming  in  contact  with 


a  large  number  of  caregivers  during  a  hospital  stay  is  confusing 
and  disturbing  and  causes  unnecessary  delays  in  the  deliv- 
ery of  medical  care." 

Case  Management 

The  Case  Management  Society  of  America  in  Washing- 
ton DC.  a  professional  organization  for  case  managers,  defines 
case  management  as  "a  collaborative  process  which  assesses, 
plans,  implements,  ctxirdinates.  monitors,  and  evaluates  options 
and  services  to  meet  an  indiv  idual's  health  needs  through  com- 
munications and  available  resources  to  promote  quality  cost- 
effective  outcomes."'-  Case  management  seeks  to  organize 
and  guide  the  delivery  of  a  patient's  health  care,  from  admis- 
sion to  the  hospital,  through  discharge,  and  into  the  home.  In 
some  instances,  this  includes  patient  follow-up  in  the  home 
in  an  attempt  to  prevent  repeated  hospital  admissions  and  to 
improve  quality  of  life.'-'" 

Critical  Paths 

Part  of  the  case  management  system  may  include  use  of 
so-called  critical  pathways  (also  known  as  critical  care  tracks 
or  coordinated  care  tracks).  The  critical  pathway  is  a  day-by- 
day  schedule  of  patient  care  steps  that  includes  expected  out- 
comes, discharge  planning  guidelines,  and  patient  education 
activities.'"  Specific  critical  paths  are  developed  for  desig- 
nated diseases  or  diagnostic  related  groups  (DRGs).  Tlie  pur- 
pose of  critical  paths  is  to  maintain  the  patient's  progress  of 
recovery  and  to  minimize  length  of  stay. 

Disciiarge  Planning 

Discharge  planning  is  the  process  of  assuring  that  a  patient 
is  properly  prepaied  for  dischaige  from  the  hospital.  Dischiirge 
planning  may  be  part  of  the  case  management  process,  or  may 
be  initiated  when  a  physician  indicates  a  projected  time  for 
patient  discharge.  Discharge  planning  may  be  organized  by 
an  individual  discharge  planner  (usually  a  nurse)  or  by  a  mul- 
tidisciplinary  team  which  may  include:  physician,  nurse,  res- 
piratorv  therapist,  physical  tlierapist.  dietitiiui,  ;uid  social  worker 
or  any  combination  appropriate  for  the  patient's  particular  med- 
ical problems.'^'" 

Effects  of  New  &  Emerging  Models 
on  Delivery  of  Respiratory  Care 

Protocols 

As  suggested  by  Table  l,"-*  there  is  ample  evidence  that 
misallocation  of  respiratory  care  (ie.  overordering  and  under- 
ordering  of  therapy)  occurs  widely.  Use  of  respiratory  care 
protocols  or  a  Respiratory  Therapy  Consult  Service  can  reduce 
this  misallocation  of  therapy  and  facilitate  the  delivery  of  appro- 
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priate  respiratory  care  in  a  standardized  and  consistent  fash- 
ion.-'-' -**  In  addition  to  enhancing  appropriate  care,  the  use 
of  protocols  has  been  shown  to  decrease  the  number  of  unnec- 
essary respiratory  treatments,  whicii  in  turn  conserves  costs 
(Table  2'"'-'' "").  Protocols  facilitate  the  delivery  of  appropriate 
respiratory  care  by  implementing  clinical  practice  guidelines 
for  best  respiratory  care  practice.-'  -'*■■''  Protocols  facilitate 
dynamic  respiratory  care.  ie.  if  the  patient's  status  worsens. 
therapy  can  be  increased  and  when  therapy  is  no  longer  indi- 
cated, it  can  be  promptly  discontinued. 


As  a  consequence  of  the  evidence  suggesting  favorable  out- 
comes with  the  use  of  respiratory  care  protocols,  they  have 
become  widely  adopted.  According  to  a  1995  AARC  Survey,'^ 
4Q9c  of  the  1.S92  respondents  reported  using  respiratory  care 
protocols  in  their  facilities  and  IS'/r  were  in  the  process  of 
implementing  protocols.  Protocols  can  be  readily  incoiporated 
into  other  newer  models  of  care  deli\ery  (eg.  patient-focused 
care),  but  by  demonstrating  the  value  added  to  health  care  by 
respiratory  c;ue  practitioners"  using  protocols,  protocols  have 
buttressed  the  position  of  respiratory  care  practitioners. 


Table  I .      Frequency  of  Misallocation  of  Respiratory  Care  Services  in  Selected  Series 


Types  of  Service 


Authors 


Date 


Supplemental  oxygen        Zibrak  et  al-" 

Brougheret  al-' 
Small  et  al-- 

Kester  &  Stoller-' 

Albin  et  al--" 


Bronchial  hygiene 
techniques 


Zibrak  et  al-' 


Shapiro  et  al-* 


Kester  &  Stoller-' 


Bronchodilator  therapy      Zibrak  et  al-" 


IPPB 


Arterial  blood  gases 


Kester  &Stoller-'        1992 
Zibrak  et  al-" 


Kester  &  Stoller-' 


Brownine  et  al-" 


Patient  Type  (n) 


I9S6  Adult  (not  reported) 


1986  Adult.  non-ICU 

inpatients  (77) 

1992  Adult.  non-ICU 

inpatients  (47) 


1992  Adult.  non-ICU 

inpatients  (230) 


1992  Adult.  non-ICU 

inpatients  (274) 

1986  Adult  (not  reported) 


1988  Adult.  non-ICU 

inpatients  (3400 
evaluations) 

1992  Adult.  non-ICU 

inpatients  (230) 

1986  Adult  (not  reported! 


Adult.  non-ICU 
inpatients  (230) 

1986  Adult  (not  reported) 


1992  Adult.  non-ICU 

inpatients  (230) 

1989  SICU  inpatients 

(724  analysis) 


Frequency  of  Overordering 


Frequency  of  Underordering 


559f  reduction  m  incentive 
spirometry  after  therapist 
supervision  begun 

38%  ordered  to  receive  Oi 
despite  adequate  oxygenation 

72'7<'  of  those  checked  had 
PjO;  >  60  mm  Hg  or  Sao;  > 
90%  but  were  prescribed 
oxygen 

25.2%  for  overall  for  5 
respiratory  care  services; 
28%  for  supplemental 
oxygen 

61%  ordered  to  receive 
supplemental  oxygen  despite 
S,o:  >  '52% 

55%  reduction  m  mcentive 
spirometry  after  therapist 
supervision  begun 

61%  reduction  of  bronchial 
hygiene  after  system 
implemented 

32%. 


50%  reduction  in  aerosolized 
inedication  after  therapist 
supervision  begun 

12% 


92%  reduction  in  IPPB  after 
therapist  supervision  begun 

40% 


42.7%  inappropriately  ordered 
before  guidelines  implemented 


Not  assessed 


Not  assessed 


Not  assessed 


10.5%  overall  for  5  respiratory 
care  services,  8%  for 
supplemental  oxygen 

21%  underordered,  including 
19%  prescribed  to  receive 
inadequate  O2  flow  rates 

Not  assessed 


Not  assessed 


Not  assessed 


12% 


Not  assessed 


6.7% 


Not  assessed 


*From  Reference  19. 

ICU  =  intensive  care  unit;  SICU  =  surgical  ICU;  IPPB  =  intermittent  positive  pressure  breathing. 
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Table  2.      Cost  Savings  Associated  with  Respiratory  Care  Protocols 


Author 


Duration  ,~    ,  c     ■ 

Date  ^^     ,  Cost  Savings 

ofStudv 


Hartetal™  1989         3  months  $4,316 

(decrease  in  actual  costs) 
Walton  etaP'  1990  6  years  9.7% 

(decrease  in  charges) 
Orens"  1993  1  year  $81,826 

(decrease  in  costs  for 
1  nursing  unit) 
Ford"  1994  1  year  $150,000 

(decrease  in  costs) 
Shral<eetal-  1994         3  months  $5,318 

(departmental  savings) 
KomaraJ,  StoUerJK-       1995        40  patients  53.3% 

(decrease  in  costs) 
Shrakeetal'  1996  2  year.  $15,337  for  3  study 

4,420  patients;     mo,  annualized  to 
cost  comparisons      $6 1 ,348/year 
3  mo  post-protocol 


Adapted  and  amplified  from  Reference  29. 


Restructuring,  Re-Engineering,  &  Redesign 

Restructuring,  re-engineering,  anti  redesign  all  have  sim- 
ilar and  overlapping  effects  on  respiratory  care  and  respiratory 
care  departments.  The  major  elements  include  tlattened  hier- 
archies, decentralization  of  departments,  implementation  of  cross- 
training,  use  of  assistive  staff,  and  information  management. 

Flattening  Hierarchies.  This  is  a  strategy  for  doing  more  with 
less  that  affects  all  levels  of  hospital  management  from  admin- 
istrators down  through  the  ranks  of  managers  and  supervi- 
sors. All  allied  health  departments,  including  nurstng,  phar- 
macy, and  physical  therapy  may  be  affected,"  "  The  larger 
the  hospital  and  the  more  layers  of  management  that  exist, 
the  greater  the  potential  for  eliminating  positions,  especially 
middle  management  and  supervisory  positions, '*•''  It  is  dif- 
ficult to  accurately  assess  the  number  of  respii^atorv'  care  man- 
agers whose  jobs  have  been  affected  by  lestiucturmg.  In  an 
AARC  survey  of  4,985  hospitals,'-'  with  1.892  respondents 
{?'S'7c  response  rate).  1.192  hospitals  (63'7r)  reported  that  they 
were  involved  in  restructuring  activity.  It  was  speculated  that 
a  factor  contributing  to  the  low  rate  of  survey  return  was  the 
disappearance  of  some  centralized  respiratory  care  dep;uiments, 
pi"ecluding  a  response  to  the  survey.  Of  the  1.1 92  respiratory 
care  departments  that  did  respond,  7%  reported  that  their  admin- 
istrative director  had  been  laid  off.'''  Because  respiiaton.  care 
dep;irtments  are  labor  intensive,  high-budget  departments,  they 
are  often  targeted  for  decentralization  and  'downsizing,""" 
The  downsizing  that  has  occurred  and  that  is  expected  to 
continue  as  a  result  of  restructuring,  re-engineering,  and 
redesign  has  met  w  ith  strong  opposition  from  RCPs  and  nurses. 


In  anecdotes,  RCPs  from  two  Los  Angeles.  California  hos- 
pitals reported  that  patient  deaths  had  resulted  from  the  reas- 
signment of  RCPs  to  individual  units  rather  than  their  being 
deployed  from  central  departments.  The  putative  result  was 
delayed  availability  of  ideal  airway  management.'*"  As  fur- 
ther evidence  that  downsizing  may  be  associated  with  poorer 
outcomes,  results  of  a  survey  of  281  hospitals  showed  that 
hospitals  in  which  staffing  had  been  reduced  by  7.5%  or  more 
experienced  a  mean  increase  in  mortality  rate  of  8.1%  above 
predicted,  while  those  hospitals  reducing  their  staff  by  3.5% 
experienced  a  mean  increase  in  mortality  of  1 ,86% .  Those  hos- 
pitals that  had  little  or  no  downsizing  reported  a  lower  than 
predicted  mortality  (mean  0.09%).  The  study  investigators 
expressed  concern  that  downsizing  can  result  in  the  same 
amount  of  work  done  by  fewer  people,  causing  an  inappro- 
priate distribution  of  clinical  work.""' 

On  the  opposite  side  of  the  restructuring  controversy  is  the 
contention  that  "restructuring  doesn't  always  mean  down- 
sizing."""* At  St  Luke"s  Hospital  (Boise,  Idaho),  RCPs  were 
deployed  to  patient  care  units  but  remained  a  part  of  the  cen- 
tral department  without  loss  of  any  staff  (56.22  full  time  equiv- 
alents. orFTE).  At  Miami  Valley  Hospital  in  Dayton,  Ohio, 
restructuring  has  been  undertaken,  but  the  department  of  7 1 
FTEs  has  remained  intact  and  is  conducting  business  much 
the  same  as  always.  Although  restructuring  at  Children's  Hos- 
pital in  Cincinnati,  Ohio  resulted  in  the  elimination  of  200  posi- 
tions hospitalwide,  the  respiratory  care  department  retained 
a  central  core  and  was  not  asked  to  eliminate  any  of  its  48.6 
FTEs.  In  summary,  of  the  hospitals  involved  in  restructuring 
that  participated  in  the  AARC  Survey,  3 1  %  reported  that  they 
eliminated  some  respiratory  care  positions  while  54%  did  not,^ 

Decentralization.  Departments  may  decentralize  in  addition 
to  flattening  hierarchies.  When  respiratory  care  departinents 
are  totally  decentralized,  therapists  are  assigned  to  specific 
nursing  units  and  report  directly  to  nursing  supervisors,'-^  In 
a  1993  survey,""  to  which  31 1  hospital  chief  executive  offi- 
cers responded,  it  was  shown  that  23%  of  these  institutions 
had  decentralized  patient  services,  14%  were  in  the  process 
of  decentriilizing  depiutments,  and  37%  were  planning  to  decen- 
tralize. Respiratory  therapy  services  were  targeted  in  62%  of 
these  hospitals.  On  the  other  hand  in  the  AARC  Survey,'*  of 
the  24%  of  respondents  whose  hospitals  v\ere  engaged  in 
restructuring  activity,  only  3%  reported  that  the  respiratory 
care  department  had  been  totally  decentralized, ^^ 

For  hospitals  undergoing  complete  decentralization  of  res- 
piratory care,  the  responsibility  for  assuring  therapists"  com- 
petence, continuing  education,  and  evaluation  shifts  directly 
to  the  nursing  department.  When  the  Ne\ada  State  Board  of 
Nursing  proposed  regulatory  changes  to  expand  the  duties  of 
hospital  nursing  assistants  to  include  respiratory  care  procedures 
that  requiie  inteipretalion  and  assessrnent  skills,  the  Nevada 
Society  for  Respiralory  Caie  and  the  AARC  called  attention 
to  the  need  for  the  stale  to  establish  certification  procedures 
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relating  to  the  education,  competence,  and  proficiency  of  these 
nursing  assistants."*-  The  proposal  was  subsequently  defeated 
at  a  hearing  of  the  Nevada  State  Board  of  Nursing. 

Another  shortcoming  of  complete  decentralization  of  res- 
piratory departments  has  been  inattention  to  providing  and 
maintaining  respiratory  care  equipment.  Although  disposable 
equipment,  such  as  small  volume  nebulizers,  incentive  spirom- 
eters, and  spacers  for  metered  dose  inhalers  can  be  kept  in  the 
hospital  central  storeroom,  expensive,  permanent,  and  less 
frequently  used  items,  such  as  ventilators  or  continuous-pos- 
itive-airway-pressure (CPAP)  devices,  pulse  oximeters  with 
trending  capabilities,  bedside  spirometers,  and  high-tlow  gen- 
erators, would  need  to  be  purchased  by  each  patient  care  unit 
embracing  the  decentralized  model.  Equipment  redundancy 
could  add  to  rather  than  reduce  hospital  costs.  Eiquipment  main- 
tenance would  also  be  an  added  responsibility  for  each  decen- 
tralized unit.  Like  some  other  aspects  of  respiratory  care  deliv- 
ery, we  believe  that  the  issue  of  respiratory  care  equipment 
supply  and  maintenance  has  received  little  attention  in  reports 
regarding  work  redesign  or  patient-focused  care. 

As  with  respiratory  care,  decentralization  has  affected  other 
departments,  including  admitting,  pharmacy,  laboratory 
medicine,  physical  therapy,  food  service,  patient  transportation, 
and  housekeeping.  The  effects  of  decentralizing  and  of  cross 
training  personnel  on  hospital  costs,  length  of  time  for  deliv- 
ering services,  and  patient  satisfaction  have  also  received  lit- 
tle attention,  and  will  be  discussed  in  later  .sections  of  this  paper. 

Cross-Training.  Personnel  cross-training  is  the  method  most 
frequently  cited  as  the  optimal  strategy  for  delivering  patient 
care  efficiently,  for  decreasing  redundancy  of  activities,  for 
reducing  costs,  and  for  increasing  patient  satisfaction."''"**'  Hos- 
pital redesign  may  include  several  types  of  multiskilled  per- 
sonnel. Murphy  et  aH-^  has  developed  the  most  complete 
description  of  these  classifications,  grouping  niultiskilled  prac- 
titioners into  four  major  roles:  clinical  partners,  technical  part- 
ners, service  partners,  and  administrative  partners.  Table  3*'' 
presents  a  scheme  for  multiskilled  personnel  in  various  health 
care  activities.  Clinical  partners  ai'e  practitioners  from  different 
disciplines  who  are  credentialed  in  their  own  profession.  Cross- 


training  enables  each  to  perform  basic  functions  related  to  the 
partners"  professions.  Care  providers  in  the  technical  cate- 
gory work  under  the  direction  and  supervision  of  the  clini- 
cal partners.  Service  partners  are  concerned  primarily  with 
the  cleanliness  of  the  environment,  and  availability  of  sup- 
plies. Administrative  partners,  in  addition  to  the  duties  listed 
in  Table  3,"'-''  serve  as  liaisons  between  physicians,  patient  care 
providers,  and  visitors. 

Each  institution  participating  in  redesign  has  its  percep- 
tion of  the  duties  of  the  multiskilled  workers,  and  which  skills 
are  suitable  for  cross-training.  Also,  the  mix  of  the  various 
care  partners  may  change  from  unit  to  unit  depending  on  the 
predominant  type  of  patient  care  specific  to  the  unit  (ie,  phys- 
ical therapists  for  orthopedic  units  and  respiratory  therapists 
for  thoracic  surgery  units).  It  is  recommended  that  institu- 
tions exercise  caution  when  assigning  skills  for  cross-train- 
ing that  come  under  the  scope  of  practice  for  a  licensed  pro- 
fession, or  when  some  or  all  of  the  hospital  has  been 
unionized."*^  ■*"'■'"  Because  RCPs  ai"e  not  licensed  in  all  50  states 
(le,  in  1996,  licensure  was  unavailable  in  8  states),  and  because 
some  respiratory  care  laws  are  not  particularly  strong,  RCPs 
are  not  always  included  in  the  same  category  as  other  licensed 
allied  health  cai'e  workers. '"■■"■■**■'''  Therefore,  they  may  be 
grouped  for  cross-training  with  other  non-licensed,  non-cre- 
dentialed  health  care  workers  (technical  partners)  such  as  elec- 
trocardiogram (ECG)  technicians,  phlebotomists,  and  nurs- 
ing assistants. 

As  part  of  respiratory  care  protocols,  respiratory  care  prac- 
titioners act  as  assessors  and  evaluators  as  well  as  providers 
of  care.-''-''*'-'''-'  Nursing  units  that  require  a  high  volume  of 
respiratory  care  services  may  find  it  beneficial  to  use  respi- 
ratory therapists  as  care  partners  working  solely  on  their  nurs- 
ing unit."*'  On  the  other  hand,  in  an  effort  to  decrease  the  num- 
ber of  patient-health  care  worker  interactions,  it  may  be 
advantageous  for  units  with  a  low  volume  of  respiratory  care 
services  to  have  care  partners  other  than  RCPs  deliver  modes 
of  therapy  that  do  not  require  assessment  and  evaluation  skills. 
(ie.  incentive  spirometry  follow-up  or  pulse  oximetry  "spot 
checks" ).  as  long  as  these  activities  are  permitted  by  the  state's 
licensure  law.-'* 


Table  3      Types  of  Health  Care  Personnel  Considered  for  Cross-Training  as  Multiskilled  Workers  in  Each  Category 


Clinical  Partners 


Technical  Partners 


Service  Partners 


Administrative  Partners 


Registered  nurses 
Pharmacists 
Respiratory  therapists 
Medical  technologists 
Physical  therapists 
Dietitians 

Orthopedic  technicians 
Case  managers 

Adapted  from  Reference  45. 


Licensed  practical  nurses 
Patient  care  assistants 
Nutritional  assistants 
Pharmacy  technicians 
Physical  therapy  technicians 
ECG  technicians 
Phlebotomists 


Housekeeping  personnel 

Supply  clerks 

Food  service  workers 

Patient  transportation  personnel 

Nurse's  aides 


Admissions  personnel 
Patient  registrars 
Insurance  personnel 
Medical  records  personnel 
Order  entry  personnel 
Unit  receptionists 
Unit  secretaries 
Financial  analysts 
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Although  there  are  advantages  associated  with  the  use  of 
multiskilled  workers,  there  are  also  a  number  of  concerns 
regarding  training,  competency,  and  monitoring.  Table  4  lists 
some  of  these  advantages  and  disadvantages. 

Table  4.      Advantages  and  Disadvantages  of  Multiskilled  Workers 


Although  assistive  personnel  may  expect  that  the  additional 
knowledge  and  skills  acquired  with  cross-training  will  com- 


mand a  hisher  wage.' 


'  pressure  to  preserve  cost-savings 


Advantages 


Disadvantage 


Fewer  workers  see  each  palienf"        Education  is  not  standardized 

(length,  content) 

U.se  of  fewer  workers  reduces  Official  crcdentialing  is  not 

costs  available 

Care  is  delivered  with  less  delay         Competency  &  quality  monitoring 

is  vague 

Admitting  procedures  are  faster  Continuing  education  may  be 

overlooked 

Laboratory  results  are  more  timely""  Inservicing  for  new  technology  is 

more  difficult 


Increased  rejection  of  blood 
draws'"' 


Ailicles  appearing  in  respiratoiy  care  publications  advise 
RCPs  to  be  flexible  in  learning  new  tasks  and  in  taking  on  new 
responsibilities  in  an  effort  to  assure  their  place  on  the  hos- 
pital's team  of  patient  care  providers.  In  keeping  with  this 
advice,  some  RCPs  are  being  cross-trained  to  perform  as  ECG 
technicians  and  phlcbotomists.  while  others  are  assuming 
responsibility  for  hemodynamic  monitoring,  arterial  line  inser- 
tion, and  arterial  blood  gas  analysis. ■'**■'- 

A.ssistive  Staff.  In  addition  to  cross-training  credentialed  per- 
sonnel who  already  have  a  health  care  background,  a  num- 
ber of  hospitals  are  also  cross-training  assistive  personnel  to 
perfoiTn  some  of  the  more  basic  tasks,  previously  accomplished 
by  licensed  personnel,  that  do  not  require  assessment  or  inter- 
pretation skills. ^'^  The  use  of  assistive  personnel,  who  com- 
mand a  lower  wage,  putatively  enables  an  institution  to  real- 
ize important  cost-savings.  This  is  accomplished  by  one  or 
more  actions:  hiring  fewer  licensed  personnel  (frequently  reg- 
istered nurses),  laying  off  licensed  personnel,  or  using  less 
overtime  for  licensed  personnel."-''  Assistive  personnel,  how- 
ever, should  be  closely  supervised  by  a  licensed  health  care 
professional  to  assure  proficiency  and  quality.  Although  this 
supervision  usually  becomes  the  responsibility  of  a  registered 
nurse,  nursing  personnel  have  met  tliis  resixinsibility  with  mixed 
emotions.  While  some  view  this  as  a  logical  expansion  of  their 
roFe  as  patient  care  manager  ;ind  coordinator,  otliers  feel  uncom- 
fortable assuming  responsibility  and  liability  for  patient  care 
pro\  iders  who  have  limited  education  and  experience. "'""'^-^' 
Assistive  personnel  are  known  by  a  variety  of  titles,  includ- 
ing patient  care  associate,  patient  care  technician,  care  pari 
ner,  nurse  aide,  nurse  assistant,  certified  nur.se  assistant,  and 
medical-surgical  technician.' ' 


that  is  at  the  heart  of  restructuring,  re-engineering,  and  redesign 
will  tend  to  resist  a  rising  wage  scale.  It  remains  to  be  seen 
how  this  will  affect  job  satisfaction  of  these  individuals. 

As  mentioned  previously,  another  concern  is  to  assure  the 
quality  and  proficiency  of  care  provided  by  assistive  personnel. 
Though  data  on  this  issue  are  sparse,  some  preliminary  data 
do  justify  this  concern.  Specifically,  a  study  of  16  patient  care 
technicians"  performance  in  conducting  incentive  spirome- 
tiy  follow-up  has  shown  frequent  en'ors  (44%)  compared  with 
a  lower  error  rate  ( 14%)  by  similarly  examined  respiratory 
care  practitioners.'' 

Information  Management.  Another  important  element  in 
the  restructuring  process  is  information  management.  Infor- 
mation management  is  fraught  with  redundancy  and  frag- 
mentation, especially  in  large  tertiary  care  teaching  facili- 
ties.** "■"  It  often  appears  that  each  health  care  discipline  has 
been  taught  to  conduct  and  report  a  thorough  patient  eval- 
uation as  it  relates  to  their  particular  service.  Recording  all 
of  a  patient's  evaluations,  laboratory  reports,  treatments,  and 
clinical  notes  in  one  location  that  is  widely  accessible  is  a 
fomiidable  task.  Tlie  elimination  of  redundancy  in  information 
gathering  and  documentation  and  assuring  easy  access  to  data 
would  probably  require  computer  terminals  at  each  bed- 
side. **■'"■""  However,  the  expense  of  such  an  innovation,  the 
need  to  use  sophisticated  software,  and  the  need  for  exten- 
sive training  have  been  impediments  to  hospital  wide  use  of 
computers.  In  the  1 99.^  Service  Master  Co  survey,""  only  15% 
(47)  of  the  31 1  respondents  from  institutions  adopting  patient- 
focused  care  were  using  computer  terminals  at  the  bedside. 
Regmdiess  of  the  drawbacks,  computer  use  may  grow.  Indeed, 
many  respiratory  care  departments  are  now  using  several  man- 
agement information  systems  (eg.  Clini  Vision  Nellcor  Puri- 
tan Bennett.  MediSerx  e  Information  Systems.  Tenet  Infor- 
mation Services  Inc)  that  can  be  tied  into  the  hospital's  main 
computer  system. 

Patient-Focused  Care 

Elements  of  patient-focused  care  and  redesign  are  often 
implemented  at  the  same  time.  As  a  result,  the  two  terms  are 
frequently  used  interchangeably.  Despite  this,  we  address  the 
■pure'  fonn  of  patient-fcKused  care  designed  primaiily  to  focus 
on  patient  care — not  necessarily  to  reduce  costs. 

Putative  advantages  of  patient-focused  care  models  that 
use  cross-trained  multiskilled  personnel  are  listed  in  Table 
.S,  Beyond  using  multiskilled,  cross-trained  personnel,  a  full- 
blown patient-focused  care  model  can  bring  to  the  bedside 
patient  care  ser\  ices  that  traditionally  have  required  tr;insporting 
the  patient,  a  sample,  or  a  prescription,  to  the  point  of  service — 
such  services  as  laboratory  testing,  radiology,  pharmacy,  phys- 
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ical  therapy,  electrocardiography,  pulmonary  function  test- 
ing, admitting,  billing,  and  discharge  procedures.  One  appeal- 
ing aspect  of  this  full-blown  model  of  patient-focused  care 
is  that  bringing  these  services  to  the  patient  care  units  allows 
the  patient  to  spend  the  majority  of  his  or  her  hospital  stay 
on  the  patient  care  unit  in  relative  comfort,  rather  than  being 
transported  throughout  the  hospital,  often  with  long  delays. 
Some  patient-focused  care  models  include  patient  ser\er  carts 
that  keep  supplies  and  linens  in  the  patient's  room,  and  also 
hold  the  patient's  chart  and/or  a  computer  terminal.-**-*  As 
noted,  a  disadvantage  of  this  model  may  be  the  high  initial 
cost  of  locating  these  services  in  all  patient  care  units.  One 
strategy  to  reduce  the  cost  is  to  group  patients  of  like  diag- 
noses in  patient  care  units,  and  to  provide  only  those  high- 
volume  services  that  are  needed  for  their  particular  condition 
(eg.  radiology  and  physical  therapy  for  orthopedics  and  phar- 
macy for  oncology).  For  patient  care  units  requiring  a  high 
volume  of  respiratory  care,  designated  respiratory  therapists 
would  be  regularly  deployed  to  the  unit  and  included  among 
the  patient  care  partners.  Having  a  qualified  respiratorv'  ther- 
apist available  at  all  times  on  a  patient  unit  assures  timely  treat- 
ments and  a  quick  response  to  changes  in  patients"  respira- 
tory condition.  As  time  and  workload  permit,  therapists  may 
also  perform  duties  for  which  they  have  been  crossed-trained. 

Table  5.     Theoretical  Advantages  Associated  with  the  Use  of  Cross- 
Trained  Multiskilled  Workers. 

•  Call  buttons  are  answered  promptl> 

•  Patient  comfort  services  are  provided  promptly 

•  Food  is  delivered  on  time  &  feeding  assistance  is  provided 

•  Lab  work  is  draw  n  &  completed  quickly 

•  ECGs  are  performed  promptly 

•  Pharmacy  items  are  procured  quickly 

•  Oxygen  set-ups  and  aerosol  treatments  are  timely 

•  Patient  transport  is  accomplished  with  less  delay 


Case  Management 

Although  case  management  is  generally  directed  by  a  bac- 
calaureate registered  nurse,  for  complex  cases,  a  case  man- 
agement team  is  often  employed  with  team  members  selected 
according  to  the  patient's  specific  needs.  Team  members  might 
include:  a  registered  nurse,  physical  therapist,  occupational 
tlierapist,  social  worker,  and  respiratory  therapist.'*-''^  A  patient 
with  a  respiratory  diagnosis  would  probably  have  a  respira- 
tory therapist  as  a  team  member.  It  is  conceivable  that  a  chronic 
obsUTJCtive  pulmonar>'  disease  (COPD)  patient,  a  chronic  ven- 
tilator patient  or  one  with  severe  asthma  could  ha\  e  a  respirators 
therapist  as  their  case  manager."  '^^■'''  In  any  event,  case  man- 
agement of  a  patient's  hospital  course  may  include  critical 
paths,  protocols,  discharge  planning,  or  a  combination  of  these 
processes  to  facilitate  appropriate  and  timely  treatment  and 
prompt  hospital  discharge. 


Critical  Pathways 

Critical  pathways  attempt  to  standardize  care  and  provide 
a  level  of  predictability  by  designating  specific  patient  care 
activities  over  the  hospital  course.'"  When  critical  pathways 
are  developed  with  input  from  health  care  providers  who  will 
be  involved  in  tlie  patient's  care,  the  care  path  can  be  simplified, 
the  number  of  steps  required  to  provide  the  necessary  care  can 
be  reduced,  and  redundancy  can  be  eliminated,  which  may  in 
turn  reduce  length  of  stay.'"'''  In  the  AARC  survey  cited  ear- 
lier."" RCPs  helped  develop  critical  pathways  with  a  respiratory 
care  component  in  63%  of  the  responding  institutions. 

Discharge  Planning 

.Mthough  it  often  takes  place  as  a  separate  process,  dis- 
charge planning  should  be  a  part  of  the  overall  case  man- 
agement. When  critical  pathways  are  constructed,  discharge 
planning  can  be  incoiporated  into  the  overall  plan.  RCPs  are 
frequently  asked  to  participate  in  discharge  planning  for 
patients  who  have  a  primary  respiratory  diagnosis,  and  are 
most  heavily  involved  in  the  discharge  planning  for  venti- 
lator-dependent patients. '■*■'''■'*■•*  For  patients  who  will  require 
respiratory  care  at  home  following  discharge.  RCPs  can  play 
important  roles  in  helping  to  arrange  for  necessary  equipment 
and  assure  that  patients  and  family  members  are  trained  to 
manage  the  equipment.'^''' 

Are  New  Models  Effective? 
A  Review  of  Available  Studies 

Given  the  proliferation  of  new  models  for  delivering  care 
to  adult  non-ICU  inpatients,  it  is  reasonable  to  ask  whether 
evidence  exists  to  support  the  effectiveness  of  these  models. 
Put  another  way.  Are  these  new  models  that  disrupt  existing 
practice  and  may  incur  considerable  inconvenience  and  expense 
justified  by  proof  that  they  enhance  patient  care  and  patient 
and  health  care  provider  satisfaction  and  lessen  cost? 

It  is  apparent  that  evidence  is  'spotty,'  with  some  mod- 
els better  studied  and  more  convincingly  supported  than  oth- 
ers. In  general,  little  attention  has  been  given  to  rigorous 
evaluation  of  these  new  models,  but  the  best  studied  prob- 
ably have  been  respiratory  care  protocols,  and  several  lines 
of  evidence  suggest  the  effectiveness  of  respiratory  care  pro- 

tOCOls.5-23.28.29.61 

•  Use  of  respiratory  care  protocols  has  improved  the  allo- 
cation of  respiratory  care  services  by  decreasing  both  over- 
and  underordering. 

•  Use  of  respiratory  care  protocols  has  been  shown  to  lessen 
the  costs  of  providing  respiratory  care  without  increased 
prevalence  of  adverse  outcomes. 

•  Although  not  yet  rigorously  studied,  anecdotal  reports 
suggest  that  the  use  of  respiratory  care  protocols  can 
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enhance  respiratory  care  practitioners"  professional  sat- 
isfaction. 

For  models  other  tlian  respiratory  care  protocols,  rigorous 
supporting  data  are  sparse.  Available  experience  is  based  on 
reports  from  1 1  hospitals  of  varying  size  ( 1 20  to  879  beds) 
and  geographical  location.  These  reports  are  summarized  in 
Tables  6-8. 

In  considering  the  costs  associated  with  restructuring, 
redesign,  and  patient-focused  care  models,  it  seems  appar- 
ent that  the  e.\pense  would  increase  with  the  numbers  of  nurs- 
ing floors  affected  and  w  ith  the  inclusis  encss  of  the  models. 
For  example,  patient-focused  care  models  that  relocate  patient 
care  services,  eg.  radiology  and  laboratory  services,  would 
be  expected  to  incur  higher  costs  than  models  in  which  such 
services  remain  centralized  in  the  hospitals.  Recognizing  that 
hospitals  ha\e  adopted  varying  fonns  of  these  models  and  that 
the  reported  data  lue  often  incomplete,  the  cost  impact  of  these 
models  from  several  reporting  institutions  are  noteworthy.  The 
Medical  Center  of  Beaver.  Pennsylvania  reported  spending 
$30  million  for  hospitalwide  implementation  of  a  redesign 
project,  but  the  impact  on  levenues  have  not  been  reported.''"""' 
As  a  result  of  using  cross-trained  nurse's  aides.  Valley  View 
Hospital  (Ada.  Oklahoma)  has  reported  saving  $300,000. 
largely  due  to  decreased  nursing  overtime  and  lessened  use 
of  so-called  prn.  or  as-needed,  staff.^' 

Three  hospitals  report  both  expenditures  and  savings  asso- 
ciated v\ith  implementing  new  models  (Table  6).  Mercy 
Healthc;ire  (San  Diego.  Califomia)  spent  $4.4  million  to  decen- 
U'alize  several  nursing  units  and  reported  a  net  savings  of  1.59r 
during  the  following  5  years.*''-  Spohn  South  (Corpus  Christi. 
Texas)  spent  SI. I  million  on  renovations  and  training  to  imple- 
ment a  hospitalwide  program  that  did  not  include  decen- 
tralizing patient  care  services.""'-''-  After  4  years,  the  reported 
savings  was  8'7r.  Finally,  St  Mary  Medical  Center  (Long 
Beach.  California)  reported  spending  $3.9  million  to  convert 
several  nursing  floors  (v\  ithout  deceniializing  radiology  or 
laboratory  sen  ices)  and  realized  a  ■i'^.i  net  savings  over  5  yeai's. 
Though  all  three  instiiulioiis  reported  savings,  lack  of  infor- 
mation about  the  absolute  dtiUar  amounts  sa\cd  precludes 
a  lii'm  conclusion  about  the  fniancial  success  of  adopting  these 
models.  Indeed,  despite  estimates  by  the  consulting  ilmi  archi- 
tects of  the  concept  that  hospital  redesign  can  appreciate  true 
sa\  ings  o\er  I  to  (i  years, ■"'•^-■■''■'  firm  supportive  data  remain 
unavailable.  Furthemiore,  even  the  staunchest  consulting  firn"i 
proponents  of  hospital  redesign  have  recently  recognized  the 
impediments  to  decentralizing  laboratory  services  that  are 
poseil  by  federal  CLIA  (Clinical  Laboratory  Improvement 
Amendments)  regulations  and  the  impediment  to  cross-train- 
ing posed  by  licensure  requirements  for  some  allied  health 
care  professionals.^'' 

Besides  the  costs  and  savings  ass(x:iated  vv  ith  implementing 
hospital  redesign,  other  important  effects  include  the  impact 
on  the  deliven  ol' clinical  sen  ices.  Table  7  presents  the  reported 
elfects  of  redesign  on  the  turnarouiul  time  tor  laboratory 


results.'*'"'"'**"'^'- ''  the  time  to  accomplish  x-rays,  the  time  for 
delivering  ordered  drugs  and  associated  error  rates,''*"*'*'---''' 
and  the  effect  on  actual  patient  contact  time  by  nurses^-"**-""*-'--''-' 
for  the  7  institutions  reporting  their  experience.  These  results 
over  all  appear  favorable. 

Although  little  information  is  available  about  the  impact 
of  hospital  re-design  on  the  delivery  of  respiratory  care  ser- 
vices, concerns  about  the  competence  of  cross-trained  non- 
RCP  providers  have  been  expressed.'"--'^-"'--"'-''  -''"  As  noted  ear- 
lier, preliminary  data  justify  this  concern.  It  seems  clear  that 
the  success  of  new  models  of  health  caie  delivei"y  that  use  assis- 
tive personnel  requires  that  these  personnel  receive  adequate 
training  and  deliver  care  tasks  proficiently.  Greater  attention 
to  this  issue  is  needed. 

Another  important  measure  of  the  impact  of  hospital 
redesign  is  the  satisfaction  of  patients  and  of  caregivers  in  the 
resuuctured  environn"ient.  Table  8  presents  a  summai"y  of  avail- 
able reports''-*'"*-"'''-'-''-'  regarding  the  effects  of  hospital  redesign 
on  satisfaction.  Though  interpretation  of  the  reported  data  is 
n"iade  difficult  by  the  authors'  failure  to  clarify  the  reported 
measures  of  satisfaction,  the  overall  impression  is  that  sat- 
isfaction by  both  patients  and  caregivers  was  improved  in  a 
resuuctured  setting.  No  infom"iation  is  available  about  tlie  effect 
of  hospital  redesign  on  the  professional  satisfaction  of  RCPs. 
Like  other  aspects  of  evaluating  the  impact  of  hospital  redesign 
on  health  care  in  general  and  on  the  care  of  adult  non-ICU 
inpatients  in  particular,  this  issue  requires  study.  Furthermore, 
RCPs  should  become  active  participants  in  ev  aluating  and 
reporting  the  impact  of  hospital  redesign  on  health  care. 

In  Summary 

In  summary.  Imspital  redesign  is  an  umbrella  term  that 
subsumes  many  specific  n"iodels.  including  respiratory  care 
protocols,  restructuring,  re-engineering,  case  management, 
critical  paths,  and  discharge  planning.  Although  these  mod- 
els are  being  increasingly  adopted,  the  evidence  that  supports 
their  efficacy  in  improving  patient  outcomes,  patient  and 
provider  satisfaction,  and  cost-savings  is  spotty,  with  some 
models  better  studied  than  others.  For  respiratory  care  pni- 
tocols.  av  ailable  cv  idence  does  suggest  that  protocol  use  can 
enhance  the  allocation  of  respiratory  care  serv  ices  while  con- 
serving costs.  For  the  remaining  models,  less  ev  idence  is  avail- 
able, but  proponents  point  to  the  experience  friim  several  insti- 
tutions in  which  tlrese  n"iodcls  have  achieved  savings,  improved 
efficiencv  of  clinical  care,  and  enhanced  satisfaction  among 
both  patients  and  health  c;ue  prov  iders.  Because  rigorous  stud- 
ies of  many  of  these  models  remain  unavailable,  the  mod- 
els cannot  yet  be  endorsed  and  should  be  adopted  with  cir- 
cuntspection.  However,  their  growing  popularity  and  impact 
on  lespiratory  care  practitioners  suggests  strongly  that  RCPs 
must  involve  themselves  in  aspects  of  planning,  evaluating, 
and  reporting  the  results  of  these  new  and  emerging  mod- 
els for  health  care  dcliverv. 
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Table  7        Reported  Impact  of  Hospital  Redesign  on  Selected  Patient  Care  Services 


Medical  Center  Location 


Lakeland 

St  Vincent 

Lee  Mem 

The  Med 

Mercv 

Vallev 

Reg  Med 

Indianapolis 

Ft  Myers 

Center 

Healthcare 

View 

Lakeland  FL" 

IN" 

FL"" 

Beaver  PA"^" 

San  Diego CA*" 

Ada  OK 

Ingalls 

Harvey 

IL-"- 


Turnaround  time    From  near  157 
for  lab  results         min  decreased 
to  48  mm 


From  148  min 

decreased  to 

28  mm 


Time  between 
order  &  results 
evaluated 

Pharmacy  service's 
%  error  of 
pharmacy  orders 

Time  between  drug 
ordered  &  delivered 


Patient  contact        Increased  from 
time  with  nurses       21%  to  53% 

NS  =  not  stated. 


NS 


NS 


Increased  from 
46%  to  65% 


From  4  hr  From  1 1 3  min 

to  1  hr  decreased  to  57  min 


From  90  min 

decreased  to  27  min 


From  3.4%  to 
0.9%  per  1 .022 


NS  increased 
to  41% 


60-90  min 
decreased  to  16  min 

NS 


NS 


Stat  blood  draw  in 
30  min  increased 
from  34%  to  95% 


From  2.5  hr 
to  30  min 


Table  8.      Summary  of  Impact  of  Hospital  Redesign  on  Satisfaction 


Medical  Center  Location 


Lakeland 

Reg  Med 

Lakeland  FL' 


St  Vincent 
Indianapolis 

IN-" 


The  Med 

Center 

Beaver  PA"' 


Mercy  Valley 

Healthcare  View 

San  Diego  CA^" '-         Ada  OK' 


Delrav 

Ingalls 

Delrav 

Harvey 

Beach  FL^' 

IL« 

_ 

Increased  from 

66%  to  73% 

— 

RN4.5. 

clinical  tech 

4.6, (scale  1.5) 

Decreased  from 

Decreased  from 

50%  to  <  20% 

54%  to  19% 

7-8  days 

3  to  4  days 

Patient 
satisfaction* 

Employee 
satisfaction 


Increased  from 
13%  to  17% 


Increased  from 
77%  to  90% 


RN  turnover  Increase 

lowest  in  hospital        (anecdotal) 


Number  of  Decreased  from 

healthcare  53%  to  13% 

providers  seen 
by  each  patient 

*ActuaI  measurement  not  specitied 


Increase  Increased  from  979c 

(anecdotal)  90%  to  92%  satisfied 

Increase  70%  care  Decreased  RN 

(anecdotal)       partners  increased         turnover 
job  satisfaction 
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Discussion 

Doug  Mclntyre:  Are  there  any  data 
available  conceniiiiL;  the  length  (if  time 
necessary  for  training  other  personnel 
to  do  respiratory  care  procedures? 

Kester:  There  are  no  really  linn  data  on 
this:  there  are  mostly  anecdotal  reports. 
Howeser.  from  what  I've  read,  every 
institution  that  sets  up  its  o\\  n  on-the- 
job  training  program  sets  it  up  to  suit  its 
own  specifications,  according  to  the 
number  and  types  of  procedures  they  are 
tracking.  Some  will  be  a  couple  of  days 
in  length  and  some  go  longer,  but  it's 
usuallv  not  very  long  ceimpaied  to  a  for- 
mal 1  -  or  2-year  respiratory  program. 

(Jiordano:  In  your  review  of  the  liter- 
ature, did  you  encounter  any  studies  on 
patient-focused  care  in  peer-reviewed 
publicati()ns? 

Kester:  A  lot  of  the  references  came 
from  publications  such  as  hospital  and 
nursing  administration  journals  and  clin- 
ical nursing  journals.  There  have  been 
a  few  articles  in  AARC  Times,  but  they 
are  pretty  much  anecdotal  type  report- 
ing. There  are  no  complete  studies  that 
describe  all  the  aspects  of  implement- 
ing the  process,  followed  by  detailed 
results.  In  my  paper.  I  ha\  e  a  table  that 
attempts  to  show,  for  each  of  the  hos- 
pitals that  1  listed,  what  aspects  of  spe- 
cific models  they  were  using  and  how 
long  the  data  collection  period  was, 
along  w  ith  reported  costs  and  savings. 
But  still,  the  data  are  very  loose. 

(iiordano:  I  understand  that  another  real 
drawback  associated  with  the  'care 
pairs,'  is  the  fact  that  when  one  of  the 
pair  calls  in  sick,  the  othei'  becomes  dys- 
functional, so  a  cost  is  then  added,  ratlier 
than  subtracted. 

Kester:  The  idea  is  that  they  are  sup- 
posed to  be  able  to  til!  in  for  line  another, 
but  one  of  the  cross-traincil  c;u'e  pair  (ie, 
RRT  &  RN),  of  course,  cannot  totally 
do  the  job  of  the  other,  and  nobody  has 
lealK  addicssed  that  issue. 


Walton:  Maybe  I  can  pressure  you  into 
a  "guesstimate'  on  what's  going  on  out- 
side the  academic  medical  centers,  espe- 
cially on  protocols.  Do  you  think  that 
the  actual  overutilization  or  misallo- 
cation  of  respiratory  care  orders  in  the 
community  hospitals  is  any  different? 
Also,  are  you  aware  of  any  protocols 
that  have  been  developed  that  do  not 
require  a  physician  to  initially  start  the 
whole  process? 

Kester:  I  have  talked  to  a  lot  of  people 
across  the  country  who  have  described 
their  particular  plans,  and  I  know  that 
1  have  heard  from  a  couple  of  small  insti- 
tutions where  the  respiratory  care  prac- 
titioner assesses  everybody  who  comes 
into  the  hospital,  but,  again,  these  are 
small  institutions.  In  a  large  hospital, 
that's  not  a  very  practical  way  to  go 
because  of  the  time  involved.  It  seems 
that  the  majority  of  protocols  are  initi- 
ated by  physician  order  when  it  has  been 
determined  that  the  patient  has  a  res- 
piratory related  problem. 

Walton:  Are  there  any  studies  done  in 
community  hospitals,  specifically.  Do 
you  know  of  any?  On  cost  reductions 
or  volume  reductions? 

Kester:  In  smaller  c()mmunit\  hospi- 
tals, the  time  that  it  takes  to  get  orga- 
nized and  conduct  one  of  these  studies 
may  be  a  problem,  so  there  has  not  been 
a  great  deal  of  reporting  from  the  small- 
er hospitals.  Three  of  the  11  hospitals 
that  I  listed  in  Table  6  of  my  paper  were 
200  beds  or  less,  and  there  is  some  lim- 
ited information  on  costs  and  savings 
in  the  table  as  well. 

Walton:  Would  you  ha/;ii-d  a  guess  that 
overordering.  for  example,  is  more 
pre\  alent  in  community  hospitals  or  in 
academic  medical  centers? 

Kester:  This  is  just  a  personal  opinion 
and  a  guess,  hut  Irom  my  con\  ersations 
with  therapists  who  have  called  me  for 
information  on  starting  a  protocol  pro- 
gram, I  think  there  Is  probabK  more 
Inappropriate  ordering  In  some  of  the 


smaller  institutions  than  there  is  in  the 
larger  academic  settings  where  you  have 
teaching  programs. 

J  Stoller:  The  answer  of  course  is 
unknown,  but  anecdotally,  there  is  no 
reason  to  think  that  the  prevalence  of 
misallocation  is  any  less  in  community 
hospital  settings  than  in  academic  ones. 
Having  said  that,  there  are  2  offsetting 
issues.  In  a  small  community-hospital 
setting  where  a  pulmonologist  is  in- 
volved in  the  care  of  the  majority  of 
patients  with  respiratory  care  needs,  it's 
conceivable  that  the  prevalence  of  mis- 
allocation  would  be  less  because  an 
expert  may  be  less  likely  to  misallocate. 
We  have  some  information  internal  to 
our  institution  that  suggests  that  spe- 
cialty-specific misallocation  rates  vary, 
and  pulmonologists,  frankly,  are  less 
likely  to  misallocate  than  others.  The 
other  side  of  the  coin,  of  course,  is  that 
house  staff  are  a  major  source  of  mis- 
allocation. In  an  academic  medical  cen- 
ter, house  staff  are  often  responsible  for 
ordering  lots  of  services,  and  that  aspect, 
obviously,  would  not  be  represented  in 
the  frequency  of  misallocation  in  com- 
munity settings.  So,  there  are  potentially 
offsetting  intluences  on  the  prevalence 
of  misallocation  in  academic  versus 
community  settings,  and  I  think  it's 
probably  a  w  ash  and  that  misallocation 
occurs  In  both  places. 

Dunne:  It  would  be  interesting  to  fol- 
low several  of  the  institutions  that  you've 
listed  In  terms  of  their  aggressive  foray 
into  patient-focused  care  to  see  what  the 
"llavor"  of  that  experiment  is  today.  I 
know ,  personally,  that  two  of  the  insti- 
tutions that  you  listed  have  begun  to 
revisit  and  re-evaluate  their  efforts  in 
patient-tocused  care,  notwithstanding 
earlier  prognostications  that  this  was  the 
best  thing  to  come  down  the  load  in 
quite  a  while. 

Kester:  I  haven't  seen  that  published, 
but  I  have  heard  similar  stories.  A  com- 
ment on  decentrali/atlon — I  know  there 
are  at  least  9-10  hospitals  that  have 
reported  decentralization  of  their  res- 
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piratory  care  departments  and  have  since 
re-centralized  them.  Also,  some  insti- 
tutions have  found  that  if  they  send  ther- 
apists to  specific  units,  and  keep  them 
on  those  units,  it  is  beneficial  to  keep 
a  central  core  of  respiratory  care  prac- 
titioners to  conduct  quality  monitoring 
and  continuing  education  activities. 
They  may  even  have  a  small  group  of 
therapists  to  rotate  to  those  units  that 
don't  require  a  large  amount  of  respi- 
ratory care  or  as  fill-ins  for  sick  days  on 
high-volume  units.  Putting  a  therapist 
full  time  in  a  low- volume  area  doesn't 
make  a  whole  lot  of  sense,  but  this  way 
they  can  send  staff  out  as  needed  to 
cover  those  units. 

Dunne:  I  think  the  root  of  the  problem 
might  be.  as  you  alluded  to  in  your 
paper,  what  happens  to  the  equipment 
management  function  when  you  decen- 
tralize. I  think  what  happens  is  that  otlier 
caregivers  look  at  the  respiratory  ther- 
apist at  the  bedside,  and  think:  "Well, 
I  can  do  that.  It  sure  looks  easy  enough." 
What  these  nontherapists  fail  to  realize 
is  that  before  a  therapist  ever  gets  to  the 
bedside,  there's  an  awful  lot  of  equip- 
ment selection,  inventorying,  process- 
ing, calibration,  and  preventive  main- 
tenance lliat  goes  on  to  assure  respiratoiy 
equipment  operates  and  functions  opti- 
mally, so  that  when  we  do  use  it  at  the 
bedside,  it  produces  the  intended  out- 
comes and  effects.  I  think  that's  prob- 
ably at  the  root  of  some  of  this  dissat- 
isfaction with  decentralization,  when 
reality  kicks  in  and  somebody  says,  "My 
gosh,  the  ventilators  aren't  in  calibra- 
tion. Who  does  this  now?"  or  "The  pulse 
oximeter  doesn't  seem  to  be  working. 
Who  do  I  call?" 

Kester:  This  is  another  of  the  issues 
that  has  not  been  reported  in  the  lit- 
erature. When  depiulments  decentralize 
and  they  deploy  the  therapists  through- 
out the  hospital,  there's  no  one  to  write 
reports  on  these  issues  to  let  us  know 
what  is  hapf)ening.  Plus,  reporting  hos- 
pital failures  does  not  make  you  pop- 
ular, so  you  don't  see  a  lot  of  those 
types  of  reports. 


Dubbs:  Organizational  restructuring  is 
done  to  reduce  costs.  It  is  usually  one 
component  of  a  strategic  plan  to  enable 
an  organization  to  improve  its  com- 
petitive position  within  its  marketplace. 
In  light  of  this,  it  makes  little  sense  to 
take  actions  that  increase  costs  and 
decrease  productivity.  Let's  examine 
a  simple  example  in  which  a  fully  pro- 
ductive therapist  spends  his  or  her  entire 
time  providing  services  to  2  separate 
patient  care  units  with  similar  needs. 
A  decision  to  unit-base  a  therapist  in 
each  of  those  units  means  that  an  addi- 
tional therapist  will  be  hired  and  the 
therapist  in  each  unit  will  now  be  only 
50%  productive.  To  improve  the  ther- 
apist's productivity  at  minimum  cost 
they  are  cross-trained  to  do  additional 
low-skill  tasks  outside  of  their  scope  of 
practice  and  don't  require  expensive  in- 
service  education.  The  end  result  is  that 
the  therapist  productivity  has  been 
restored,  but  a  substantial  poition  of 
their  work  does  not  take  full  advantage 
of  their  skills.  This  decreases  the  value 
of  the  therapist  to  the  organization  and 
also  decreases  the  level  of  job  satis- 
faction for  the  therapists.  As  a  conse- 
quence to  this  decision,  overall  FTEs 
have  increased  and  relatively  expensive 
specialists  are  doing  low-skill  tasks. 
This  clearly  runs  counter  to  the  primiuy 
strategy  of  cost  reduction. 

Kester:  I  think  that  goes  along  with  try- 
ing to  separate  what  is  patient-focused 
care  and  what  is  redesign.  Redesign, 
restructuring,  and  re-engineering  are 
more  about  cost.  Now,  patient-focused 
care,  while  there  is  some  element  of 
cost-savings  involved  in  eliminating 
redundancy  of  assessments  and  pro- 
cedures and  reducing  the  number  of 
practitioners  seeing  the  patient,  is  not 
supposed  to  be  just  about  cost,  and  it 
isn't!  It's  expensive  to  construct  a 
patient-focused  care  model  where  you 
bring  radiology,  pharmacology,  and 
laboratory  services  to  each  nursing  unit 
and  establish  mini-labs.  That  sort  of 
patient  focusing  is  costly.  I  don't  think 
we're  going  to  see  much  of  the  pure 
patient-focused  care  model  being  used. 


People  often  use  the  term  patient- 
focused  care  when  they  mean  redesign 
or  they're  thinking  of  a  couple  of  the 
elements  from  each  of  these  models. 
Therefore,  it's  siimetimes  difficult  to 
know,  when  they  thiow  out  a  term, 
exactly  what  is  meant.  The  idea  of 
cross-training  for  a  patient-focused  care 
unit  that  uses  a  lot  of  respiratory  care 
services  is  to  send  a  respiratory  ther- 
apist there  who  has  been  cross-trained, 
so  that  when  they  are  not  performing 
respiratoiy  care  activities,  they're  doing 
some  nursing  or  other  activities.  Using 
the  same  therapist  in  the  same  unit 
reduces  the  number  of  health  care  pro- 
viders the  patient  sees. 

Shrake:  Sam.  you  had  asked  earlier 
about  data  in  the  literature  about  pa- 
tient-focused care  models  and  there  was 
an  article  that's  been  referred  to  a  great 
deal  that  was  in  the  Journal  of  Amer- 
ican College  of  Health  Care  Executives. 
called  "Hospital  and  Health  Services 
Administration."  that  was  from  Bishop 
Clarkson  Hospital  in  Omaha.  Nebras- 
ka.' They  were  one  of  the  first  hospi- 
tals that  worked  with  Booz-Allen  to 
implement  patient-focused  care.  They 
instituted  this  pretty  much  housewide 
and  reported  great  success  in  its  imple- 
mentation. But  since  that  time  they've 
largely  abandoned  that  process,  and.  in 
fact,  most  of  the  people  who  were  in- 
volved originally  have  lost  their  jobs, 
so  they  have  not  reported  any  type  of 
follow  up  in  the  literature.  But.  unfor- 
tunately, that  data  is  still  out  there  and 
is  often  referred  to.  To  comment  on 
what  Bill  Dubbs  just  stated  about  de- 
centralization, when  people  ask  me  if 
I  think  respiratory  therapists  or  prac- 
titioners should  be  decentralized,  1  tell 
them  that  they  already  are  and  have 
been  for  the  last  30  years.  I  think  there 
is  a  real  advantage  to  maintaining  that 
centralized  core  of  support  services  for 
education,  equipment,  emergency  back- 
up, etc,  but  to  deploy  those  people  as 
we  have  in  the  past,  with  the  skill  set 
to  the  area  that  is  necessary.  Let  them 
participate  as  a  team  member  in  the 
quality-review  activities;  let  them  par- 
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ticipate  in  the  unit-based  councils;  let 
them  participate  in  the  unit-based  edu- 
cational plans,  which  is  part  of  what 
that  whole  team  concept  is  about,  but 
you  make  them  much  more  efficient  by 
pulling  them  back  and  redeploying 
them  to  areas  when  they're  not  needed 
on  a  specific  unit  to  do  bronchoscopies, 
to  relieve  the  intensive  care  unit,  to  go 
to  the  emergency  room,  or  whatever  is 
necessary.  That's  what  I  call  cross-train- 
ing on  a  par  level  and  up,  rather  than 
cross-training  in  a  downward  fashion 
as  Bill  (Dubbs)  mentioned. 
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Cornish:  I  am  a  direct  byproduct  of  the 
Bishop  Clarkson  patient-focus-care  pro- 
cess. I  was  an  employee  there  at  the  time 
that  initiative  began,  and  Kevin,  you  are 
correct,  because  at  that  time,  therapists 
were  indeed  working  unofficially  under 
patient-focused  care  approaches  at  the 
time  of  the  initiatives.  But  the  process 
was  clearly  one  that  had  more  cost- 
reduction  implications  thiui  it  did  patient- 
care  redesign,  and  1  think  that  was  the 
primary  reason  for  that  particular  ini- 
tiative's struggle  to  succeed. 

Uurbin:  I  am  a  product  of  a  decen- 
tralized movement  within  the  institu- 
tion, and  I'd  just  like  to  say  that  the  res- 
piratory care  department  was  an 
innocent  bystander  in  the  reorganiza- 
tion process.  The  institution  cut  FTEs 
by  a  huge  number,  but  it  was  primar- 
ily a  nursing  decentralizing  that  resulted 
in  that  cost  and  FTE  savings.  The  hos- 
pital is  probably  employing  the  same 
number  of  respiratory  therapists — or 
even  a  few  more — than  we  did  prior  to 
the  decentralization.  Your  list  of  the 
problems  of  decentralization  is  exactly 
correct.  1  didn't  read  any  of  the  papers 
you  referred  to,  but  I  can  tell  you  that 
everything  you  said  is  absolutely  cor- 
rect. These  are  the  issues  I'm  dealing 
with  today,  3  years  later.  Equipment 


management  is  poor;  we  are  at  least  2 
years  behind  the  state-of-the-art  in  res- 
piratory care  practice,  and  we  don't 
have  a  quality  assurance  program  di- 
rectly related  to  respiratory  services. 
Service  lines  are  providing  CQl  in  a 
more  multidisciplinary  and  probably 
better  way.  Our  therapists  are  well  inte- 
grated into  service  lines.  The  individ- 
ual therapists  are  allowed  to  perform 
their  tasks,  whatever  they  may  be,  at 
whatever  level  they  want,  without  influ- 
ence from  a  central  department  or  a 
medical  director.  That's  a  scary  posi- 
tion for  me  to  be  in,  but  it  has  benefits 
as  well  as  these  disadvantages.  Hospital 
savings  really  came  from  removing  5 
layers  of  nursing  administration  and 
that  wa.s  done  successfully.  So,  we  were 
better  off  financially  than  we  were  be- 
fore. We're  worse  off  respiratory-care- 
wise,  but  we're  moving  back  toward 
partial  recentralization  of  those  func- 
tions you  mentioned. 

.1  Stoller:  We  also  have  had  some  expe- 
rience in  patient-focused  care  and  its 
impact  on  therapists"  roles  in  our  insti- 
tution. Some  pilot  projects  have  been 
undertaken.  I  think  the  availability  of 
therapist-driven  prot(X~ols  with  evidence 
of  their  efficacy  in  our  institution  has 
had  an  impact  on  the  way  therapists 
interact  with  the  patient-focused  care 
models.  The  people  designing  these 
patient-focused  care  models  have  pre- 
served the  role  of  therapists  as  asses- 
sors and  have  been  willing  to  explore 
hand-offs  to  assistive  personnel — as 
Lucy  (Kester)  has  iirticulated — low-tech 
activities,  such  as  incentive  spirome- 
try follow-ups.  We  do  have  respiratory 
care  licensure  in  Ohio,  and  that  con- 
strains the  ability  of  nonrespiratory  caie 
practitioners  to  participate  fully  in  res- 
piratory c;ire  activities.  Yet,  at  the  same 
time,  we've  had  some  interesting  expe- 
riences with  the  ability  of  patient-care 
assistive  personnel  to  perform  these 
low-tech  tasks.  In  her  capacity  as  Edu- 
cation Coordinator,  Lucy  is  very  much 
involved  in  training  these  individuals 
and  recording  the  implications  of  incen- 
tive spirometry  follow-up.  Irene  Mich- 


nicki  and  some  other  therapists  in  our 
department  conducted  a  study  in  which 
we  simply  observed  patient-care  tech- 
nicians, (the  name  of  these  assistive  per- 
sonnel in  our  institution)  in  perfomTing 
some  incentive  spirometry  follow-ups. 
This  will  be  presented  as  an  abstract  in 
the  Open  Forum  at  the  1996  National 
Meeting.'  They  observed  these  patient- 
care  technicians  using  a  simple  check 
list  of  skill  tasks,  the  same  skill  tasks 
that  were  used  in  their  instruction  and 
training  by  Lucy.  The  observers  found 
that  the  patient-care  technicians'  abil- 
ity to  do  an  incentive  spirometry  fol- 
low-up, according  to  5  simple  steps, 
was  inadequate  and  that  the  error  rate 
was  high — in  fact,  several-fold  higher 
than  that  of  respiratoiy  therapists  doing 
the  same  task,  an  incentive  spirometry 
follow-up.  So,  there  are  two  lessons 
here.  One  is  that  the  evaluative  role,  the 
assessment  role,  really  cannot  be 
handed  off  given  the  evidence  that  ther- 
apists do  that  better  than  other  pro- 
viders— and  two,  the  concept  that  any 
respiratory  tasks  could  be  handed  off, 
even  ones  that  we  might  collectively 
regard  as  mundane,  is  unsupported  by 
evidence  that  assistive  personnel  can 
do  them  competently.  I  don't  think  it's 
a  matter  of  brain  power,  frankly.  One 
doesn't  have  to  be  a  rocket  scientist  to 
know  how  to  do  incentive  spirometry. 
My  personal  interpretation  of  why  pa- 
tient-care technicians  did  not  perform 
well  is  not  tliat  they  haven't  been  U-ained 
well — we  know  they  have — but  sim- 
ply that  they're  barraged  by  a  lot  of 
things.  They  aren't  used  to  being  in  a 
patient  care  setting.  They're  suddenly 
having  to  quantitate  the  amount  of  urine 
in  the  Foley  bag  and  to  think  about 
whether  the  patient  has  pain  and  whetlier 
the  patient  can  do  incentive  spirome- 
try, and  they  may  basically  be  over- 
whelmed by  this  setting.  I  think  there 
are  some  basic  fallacies  in  the  assump- 
tion that  this  model  will  work.  They 
need  to  be  tested,  and  when  they're 
beginning  to  be  tested,  it  looks  like  the 
emperor  may  not  have  any  clothes.  We 
clearly  need  more  information  about 
this,  but  its  a  serious  challenge  to  the 
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efficacy  of  this  alternate  health  care 
delivery  strategy,  in  my  \iew. 
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Kester:  Til  just  add  a  little  bit  to  what 
Jamie  said.  Just  the  week  before  we 
came  down  here.  I  was  told  that  there 
were  some  difficulties  with  the  patient- 
care  technicians  on  the  thoracic  floor, 
which,  of  course,  is  a  very  high  respi- 
ratory care  area.  Tliey  were  not  piinuirily 
respiratory-related  issues,  but  other  tasks 
that  were  to  be  performed  in  that  area 
that  were  not  being  performed  satis- 


factorily. A  retraining  program  is 
planned  for  the  patient-care  technicians 
in  that  area  because  the  physicians  and 
the  nurses  both  realized  that  there  were 
some  inadequacies.  So.  I  think  retrain- 
ing issues  aie  going  to  come  up  as  more 
of  these  models  lU'c  implemented  ;ind  we 
have  an  opportunity  to  see  how  well 
they're  working.  Hopefully,  somebody 
will  report  on  these  issues,  so  that  we 
all  will  be  aware  of  the  effectiveness  of 
cross-training  programs. 

Dubbs:  I  want  this  group  to  know  that 
there  has  been  an  external  validation  of 
the  value  of  respiratory  therapists  using 
protocols  in  an  acute  care  facility.  The 
Department  of  Respiratory  Care  at  the 
University  of  California  at  San  Diego 
(UCSD)  has  successfully  sustained  its 


FTEs  while  the  organization  went 
through  significant  downsizing.  In  June 
of  this  year,  the  Hunter  Group  was  con- 
tracted to  provide  administrative  ser- 
vices at  UCSD.  They  announced  that 
more  than  500  FTEs  would  be  elimi- 
nated, but  that  none  of  those  would 
come  from  respiratory  care  because  of 
their  protocol  program  that  had  con- 
sistently achieved  cost  reductions  since 
it  was  initiated  in  1993.  The  Respira- 
tory Care  Department  was  held  out  as 
an  exemplary  model  of  organization 
efficiency.  This  is  particularly  signif- 
icant because  it  was  a  consulting  group 
that  recognized  the  value  of  respiratory 
care  services  in  maintaining  a  com- 
petitive advantage  in  one  of  the  most 
deeply  penetrated  managed  care  areas 
in  the  entire  country. 


1997  Respiratory  Care  Open  Forum 

Respiratory  Care  welcomes  abstracts  of  scientific  reports  on  any  aspect  of 
respiratory  care  presented  as 

•  an  original  study 

•  the  evaluation  of  a  method,  device  or  protocol 

•  a  case  or  case  senes. 

If  your  abstract  is  accepted  for  publication  in  Respiratory  Care,  you  will  be  invited 
to  present  it  at  the  43rd  International  Convention  &  Exhibition  in  New  Orleans, 
Louisiana. 

See  the  1997  Call  for  Abstracts  in  this  issue  for  more  information. 

Early  deadline:  March  17,  1997 
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Introduction 

The  evolution  ol  the  professional  practice  of  respiratory 
care  has,  to  a  large  extent,  paralleled  the  evolution  of  criti- 
cal care.  In  the  United  States,  respiratory  therapists  have  been 
at  the  forefront  of  delivering  mechanical  \entilation.  and  it 
has  been  suggested  that  the  respiratory  care  profession  has 
evolved  pari  passu  with  mechanical  ventilation.'  Guidelines 
for  the  care  of  patients  with  acute  respiratory  failure  published 
by  the  Society  for  Critical  Care  Medicine  (SCCM)  call  for 
at  least  one  respiratory  therapist  to  be  assigned  to  the  ICU  at 
all  times,  with  the  number  of  therapists  assigned  based  upon 
some  measure  of  the  acuteness  of  patient  condition.-'  In  the 
Lhiited  States,  respiratory  therapists  are  assigned  to  about  half 
of  the  ICUs,  with  a  median  of  2  therapists  per  unit.'^  Hospi- 
tals that  do  not  have  a  respiratory  therapist  assigned  to  the  ICU 
lend  to  be  smaller  where  it  is  not  cost-effective  to  assign  a  res- 
piratory therapist  solely  to  the  ICU.  Although  the  roles  and 
responsibilities  of  respiratory  therapists  vary  widely  from  hos- 
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pital  to  hospital,  the  contributions  of  respiratory  therapists  are 
widely  recognized  in  the  United  States. 

Although  countries  outside  of  North  America  are  devel- 
oping respiratory  care  practice,  professional  respiratory  ther- 
apists in  critical  care  units  is  a  distinctly  American  phenomenon. 
Moreover,  critical  caie  utilization  is  much  less  in  most  coun- 
tries outside  of  the  United  States.  For  example,  hospitals  in 
the  Llnited  States  designate  an  average  of  about  6'+  of  hos- 
pital beds  for  critical  care,  whereas  hospitals  in  .lapan  only 
designate  about  2%  of  their  hospital  beds  for  critical  care.' 
One  might  question  whether  the  greater  utilization  of  criti- 
cal care  in  the  United  States  is  related  to  the  a\ailabilil>'  of 
skilled  personnel  like  respiratory  therapists.  However,  it  may 
more  likely  be  due  to  pro\ision  of  futile  care  in  the  .-Xmeri- 
can  ICU,  which  is  a  common  occunence.'"  For  example,  there 
are  fewer  risk-of-death  patients  and  fewer  elderly  patients 
admitted  to  .lapancse  ICUs  than  .American  ICUs." 

Respiratory  therapy  accounts  for  a  significant  fraction  of 
the  total  cost  of  care  for  patients  u  ith  acute  respiratory  fail- 
ure. One  study  reported  that  respiratory  therapy  costs  were 
responsible  for  about  2.'^'^f  of  the  total  costs  for  care  of  these 
patients.^  Howcser.  one  might  argue  that  those  costs  would 
not  change,  or  might  c\en  increase,  if  these  services  uere  not 
pro\  ided  by  respiratory  therapists.  I  belie\e  that  it  is  naive 
to  project  that  respiratory  care  costs  would  be  eliminated  or 
that  quality  of  care  could  be  maintained  if  respiratory  ther- 
apists were  eliminated  from  the  ICU — particularly  because 
nursing  accounts  for  the  greatest  cost  of  the  care  of  patients 
with  acute  respiratorv  failure  (.'iO^f  of  the  total  cost).'  Because 
nurses  are  t\  picalK  paid  salaries  that  may  be  23'^r  greater  thiin 
those  paid  to  respiratory  therapists,  it  is  difficult  to  expect  that 
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iniising  staff  could  assume  the  responsibilities  of  respiratory 
therapists  in  a  cost-effective  manner. 

With  the  "downsizing"  and  restructuring  that  is  occurring 
in  many  hospitals,  respiratory  therapists  are  increasingly  focus- 
ing on  ICU  practice.  This  has  occuiTcd  with  the  transfer  of 
respiratoi-y  caie  tasks  outside  the  ICU  to  others  such  as  nurses. 
In  some  hospitals,  respiratory  therapists  work  only  in  the  ICU. 
Whether  respiratory  therapists  should  restrict  their  hospital 
practice  to  the  ICU  is  controversial.  I  personally  believe  that 
respiratory  therapists  fill  at  least  3  important  roles  outside  the 
ICU.  First,  the  skills  of  the  respiratory  therapist  may  prevent 
the  need  for  an  ICU  admission.  Second,  the  presence  of  skilled 
respiratory  therapists  outside  the  ICU  may  allow  patients  to 
be  discharged  sooner  from  the  critical  care  unit  (the  "'expen- 
sive care  unit").  Third,  respiratory  therapists  serving  as  con- 
sultants may  reduce  the  misallocation  of  respiratoi^  care  and, 
thus,  conserve  resources  outside  the  ICU. 

Contributions  of  Respiratory  Therapists  in  the  ICU 

The  concept  of  adding  v  alue  may  seem  trite,  but  I  think 
that  it  is  important  to  consider  this  concept  in  relation  to  the 
role  of  respiratory  therapists  in  the  ICU.  Respiratory  thera- 
pists add  value  when  they  contribute  something  unique  at  the 
bedside.  The  respiratory  therapist  who  does  only  low-level 
tasks  that  could  be  perfoi-med  as  well  by  otlier  clinicians  already 
present  adds  little  value.  However,  many  tasks  can  be  shared 


between  respiratory  therapists  and  critical  care  nurses  (Table 
1  ).^  Respiratory  therapists  are  technologists,  physiologists, 
gate-keepers,  and  patient  advocates.'' 

We  know  from  inspecting  curricula'"  and  credentialing 
examinations  that  respiratoiy  therapists  are  the  only  clinicians 
at  the  bedside  who  have  a  strong  background  in  technology 
and  physiology.  The  respiratory  therapist  is  the  critical  inter- 
face between  technology  and  the  patient.  Because  of  the  mis- 
allocation  of  respiratory  care  that  commonly  occurs,  respi- 
ratory therapists  also  serve  as  gatekeepers.  Much  of  the 
respiratory  therapist's  value  comes  from  serving  as  a  tech- 
nical and  clinical  consultant  at  the  bedside. 

Performing  High-Level  Skills 

Respiratory  therapists  add  value  by  performing  high-level 
skills.  In  many  cases,  it  makes  more  sense  to  restrict  these 
skills  to  a  limited  number  of  highly  trained  individuals  (eg, 
respiratory  therapists)  than  to  maintain  the  proficiency  of 
a  larger  group  of  individuals  who  perform  these  tasks  infre- 
quently (eg,  critical  care  nurses).  Further,  these  skills  are 
more  likely  to  be  found  in  the  cuniculum  of  respiratory  ther- 
apists than  of  nurses.'"  Although  many  low-level  tasks  can 
be  shared  between  respiratory  therapists  and  other  health 
care  providers  (Table  1 ).  high-level  skills  related  to  cardio- 
pulmonary care  are  legitimately  the  responsibility  of  the  res- 
piratory therapist. 


Table  1 .      Respiratory  Therapist  Specific  Roles,  Registered  Nurse  Roles,  and  Shared  Roles  between  Respiratory  Therapists  and  Nurses* 


Respiratory  Therapist  Only 


Respiratory  management  of  mechanically 

ventilated  patients 
CPAP.  IPPB^ 
Arterial  puncture 
Arterial  line  insertion 
Aerosolized  medication  delivery  to 

mechanically  ventilated  patients 
Endotracheal  intubation 
Intrahospital  transport  of  ventilated  patients 
Administration  of  exotic  gases  and  drugs  by 

inhalation:  nitric  oxide,  heliox.  surfactant. 

ribavirin 
Continuous  inhaled  bronchodilators 
Set-up  incubators  and  tents 
Bronchoscopy  assist 
Indirect  calorimetry 


Shared  Cross-Training 


Registered  Nurse  Onlv 


Assist  with  insertion  of  chest  tubes,  central  lines. 

arterial  lines,  intubations/extubations,  tracheostomies 
Pulmonary  assessment 
Phlebotomy 

Cardiac  output  determination 
Aerosolized  medication  delivery  to  non-mechanically 

ventilated  patients 
Suctioning 
Chest  physiotherapy 
Weaning 

CVVH&CVVHD 
12-leadECG 
I.V.  starts 
Troubleshooting  biomedical  equipment  (eg.  monitors, 

ECG  machines) 
lABP 

Oxygen  set-up 
ECLS 

Cuff  pressures 
Vital  signs 
Baths 


Admissions 

Blood  &  medication  administration 


*AdapIed  and  expanded  from  Reference  8. 

tCPAP  =  continuous  positive  airway  pressure;  IPPB  =  inlermiUent  positive  pressure  breatliing;  C  VVH  =  continuous  venovenous  liemoiiUr.iluin;  LV  VHD  =  continuous  ve 

ovenous  hemodiafiltration;  ECG  =  electrocardiography;  lABP  =  intra-aortic  balloon  pump;  ECLS  =  extracorporeal  life  support. 
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Mechanical  Ventilation.  In  man\'  hospitals,  care  of  mechan- 
ically ventilated  patients  is  the  highest  level  of  care  provided 
by  the  respiratory  therapist.  Unfortunately,  however,  in  some 
hospitals  the  skills  of  the  respiratory  therapist  are  not  used 
beyond  that  of  making  prescribed  \  entilator  changes  and  peri- 
odically performing  arterial  punctures,  ventilator  checks,  and 
circuit  changes. 

I  have  observed  that  in  some  hospitals,  anyone — even  per- 
sons with  limited  knowledge  of  mechanical  ventilation — can 
make  \  entilator  changes.  I  believe  that  ventilator  changes  are 
cognitive  skills — not  simple  psychomotor  skills.  The  person 
who  makes  the  ventilator  change  should  understand  the  poten- 
tial impact  of  that  change  on  the  patient's  physiology  and  the 
interaction  between  the  specific  ventilator  change  and  the  other 
functions  t)f  the  ventilator.  For  example,  increasing  the  res- 
pirator)' rate  to  lov.erthe  P,c(>  increases  the  mean  airway  pres- 
sure, shortens  the  expiratory  time,  and  may  produce  auto- PEEP 
(positive  end-expiratory  pressure).  What  may  appear  to  be 
a  benign  ventilator  change  can  result  in  a  clinically  impor- 
tant perturbation  of  the  patient's  homeostasis.  Due  to  their 
extensive  training  in  the  technical  and  physiologic  aspects  of 
mechanical  ventilation.  I  think  it  is  reasonable  to  make  the 
respiratory  therapist  (or  the  intensiv  ist)  responsible  for  insti- 
tuting all  prescribed  ventilator  changes  and  assessing  the  impact 
of  those  changes.  As  described  in  the  American  Association 
of  Respiratory  Care  Clinical  Practice  Guideline.  Patient-Ven- 
tilator System  Checks."  ventilator  adjustments  and  patient- 
\cntilalor  system  checks  must  include  clinical  observations 
indicative  of  the  patient's  response  to  mechanical  \entilation. 

In  the  past,  mechanical  ventilation  was  largely  a  matter  of 
managing  ;irterial  bkxxi  gases.  However,  it  is  becoming  increas- 
ingly common  that  atlerial  blood  gases  during  mechanical  ven- 
tilation play  a  secondary  role  to  other  issues  such  as  patient- 
\  entilator  synchrony  and  presention  of  \entilator-associated 
lung  injuiy.  Whene\era  ventilator  change  is  made,  issues  such 
as  patient  comfort,  peak  alveolar  pressure,  and  auto-PEEP  may 
be  as  impoiiant  as  arterial  blood  gas  results.  Tlie  value  of  the 
respiiatoiy  therapist  making  the  \ entilator  changes  is  the  recog- 
nition of  these  sometimes  subtle  findings.  Without  a  respi- 
ratory therapist  making  the  \entilator  changes  and  assessing 
their  effects,  it  may  not  be  appreciated  that  all  is  not  well  e\  en 
though  the  blood  gases  are  acceptable — panicularU  \\  hen  ven- 
tilator orders  are  made  by  a  physician  v\iio  is  not  present  (ie. 
telephone  orders). 

Ain*a>  Management  &  Intubation.  It  is  commonK  accepted 
that  non-ph\siciaiis  can  skillliills  perform  endotracheal  intu- 
bation. Paramedics  commonK  intubate  |ialients  in  the  pre- 
hospital environment  w ith  a  high  success  late  and  infrequent 
complications.'-  '•*  Nearl>  all  respiratory  theiapy  students  are 
taught  the  technique  of  endotracheal  intubation,  and  it  is  per- 
formed b\  respiratory  therapists  in  communitx  hospitals  and 
academic  medical  centers.'^  '''  .An  .A.ARC  Clinical  Practice 
Guideline  related  to  management  of  airway  emergencies  has 


been  published.-"  The  question  of  w  hether  respiratory  ther- 
apists shoLild  peifonii  emergency  intubations  is  debated  in  many 
institutions,  and  the  question  is  frequently  answered  politi- 
cally rather  than  based  upon  the  skills  of  the  respiratory  ther- 
apists.-' --  Without  question,  anesthesia  personnel  lue  the  most 
skilled  in  emergency  airway  management.  However,  because 
of  their  primaiy  responsibilities  in  the  operating  room,  it  makes 
sense  to  use  respiratorv  therapists  to  pert'onn  endoU'acheal  intu- 
bation in  the  absence  of  anesthesia  personnel. 

At  Duke  University  Medical  Center  (Durham  NO.  intu- 
bation is  performed  by  respiratory  therapists  v\  ho  complete 
an  8-hour  training  program.  Advanced  Cardiac  Life  Sup- 
port (ACLSl  training,  and  clinical  performance  of  intuba- 
tion with  supervision.'''  In  a  1-year  period.  791  intubations 
were  performed  by  respiratory  therapists,  with  92%  successful 
in  <  3  attempts.  Minor  complications  occurred  in  12%  of 
cases.  At  the  Butterworth  Hospital  (Grand  Rapids  Ml),  res- 
piratory therapists  are  allowed  to  intubate  follow  ing  a  writ- 
ten examination,  simulations,  and  intubation  experience  under 
the  direct  supervision  of  an  anesthesiologist.'^  The  role  of 
the  therapists  is  to  serve  as  a  secondary  intubation  service. 
In  a  49-month  period,  the  therapists  successfulh  intubated 
160  patients  in  178  attempts — in  all  cases,  after  failed  attempts 
by  other  professionals. 

The  skills  of  the  respiratory  therapist  can  play  a  pivotal  role 
in  the  care  of  patients  with  tracheostomies.  The  therapist  can 
assist  the  surgeon  when  bedside  tracheotomy  is  performed 
in  the  ICU.  In  m\  experience,  respiratorv'  therapists  commonly 
replace  tracheostomy  tubes.  I  believe  that  man\  therapists  aie 
experts  in  issues  such  as  sizing  and  placement  of  fenestrated 
tracheostomy  tubes  and  airwav  appliances,  such  as  "speak- 
ing' valves. 

Arterial  Catheter  Insertion.  In  many  hospitals,  respiratory 
therapists  obtain  blood  samples  by  arterial  puncture  or  with- 
drawal from  indwelling  arterial  cannulae  and  often  are  respon- 
sible for  blood  gas  analysis.  In  some  hospitals,  respiraloiy  ther- 
apists also  insert  luterial  lines.  At  tlie  Kaiser  Penn;uiente  Medical 
Center  (San  Rafael  CA),  respiratoi7  therapists  were  trained  to 
insert  iirterial  lines.-'  In  more  than  .StX)  catheter  insertions  (place- 
ment time  from  1  to  20  days),  superficial  infection  occuned 
in  5%  of  patients,  and  a  major  complication  (air  embolism  caus- 
ing transient  cortical  blindness)  occuiTed  in  only  1  patient. 

Inter-  &  Intrahospital  Transport.  InU'ahospital  transportation 

of  mechamcallv  ventilated  patients  for  diagnostic  or  thera- 
peutic procedures  is  always  associated  w  ith  some  degree  of 
risk.-^  -'  The  AARC  has  published  a  Clinical  Practice  Guide- 
line related  to  this  topic. -^  Due  to  the  potential  risks  associ- 
ated w  ith  inadequate  ventilation  during  intrahospital  trans- 
port of  mechanicallv  ventilated  patients,  it  is  important  for 
a  respiratorv  therapist  to  assist  with  ventilation  and  airway 
management  during  these  transports.  The  SCCM  includes  a 
respiratory  therapist  among  the  personnel  to  accompany  the 
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mechanically  ventilated  patient  during  transport  within  the 
hospital.-"  It  is  the  responsibility  of  the  respiratory  therapist 
to  assure  that  respiratory  monitoring,  \entilation.  and  oxy- 
genation remain  constant  during  the  transport. 

It  is  also  desirable  for  a  respiratory  therapist  to  accompany 
mechanically  ventilated  patients  during  interhospital  trans- 
port. At  the  Massachusetts  General  Hospital,  we  always  send 
a  respiratory  therapist  with  mechanically  ventilated  patients 
whom  we  are  dischaiging  to  another  hospital,  even  if  the  patient 
is  stable. 

Bronchoscopy  Assisting.  Respiratory  therapists  commonly 
assist  the  physician  when  bronchoscopy  is  required  for  mechan- 
ically ventilated  patients.  The  therapist's  responsibilities  include 
assembling  the  necessary  equipment,  assuring  bronchoscope 
integrity,  making  appropriate  ventilator  changes  (eg,  100% 
oxygen),  monitoring  the  patient  during  the  procedure,  assist- 
ing with  secretion  clearance  (eg.  saline  instillation),  and  han- 
dling of  bronchoscopy  specimens."'  Because  respiratory  ther- 
apists have  expertise  in  bronchoscopy  assisting,  secretion 
clearance,  and  airway  management,  an  expanded  role  for  the 
respiratory  therapist  as  the  primary  bronchoscopist  for  sim- 
ple procedures  (eg,  therapeutic  secretion  clearance)  is  being 
explored  at  some  hospitals. 

Advanced  Cardiac  Life  Support.  In  virtually  every  hospital 
witliin  the  United  States,  respiratory  therapists  function  as  essen- 
tial members  of  the  resuscitation  team.  Adv;uiced  Cardiac  Life 
Support  has  become  part  of  the  respiratory  therapy  curricu- 
lum" and  hospitals  have  developed  strategies  to  maintain  the 
ACLS  skills  of  therapists."  Although  respiratory  therapists 
were  once  barred  from  attending  ACLS  courses,  they  now  fre- 
quently serve  as  ACLS  instructors  and  they  coordinate  the 
ACLS  training  programs  of  some  hospitals.  Several  AARC 
Clinical  Practice  Guidelines  relate  to  ACLS.-"  '^-'-'  The  roles 
and  responsibilities  of  respiratory  therapists  during  a  cardiac 
anest  include  those  listed  in  Table  2. 

Indirect  Calorimetry.  Indirect  calorimetry  is  occasionally 
performed  during  mechanical  ventilation  to  determine  oxy- 
gen consumption,  ciirbon  dioxide  production,  respiratory  quo- 
tient, and  resting  energy  expenditure.  To  obtain  valid  results, 
meticulous  attention  to  detail  is  required.''  The  background 
of  the  respiratory  therapist  as  technologist  and  physiologist 
lends  itself  well  to  the  performance  of  indirect  calorimetry, 
and  an  AARC  Clinical  Practice  Guideline  has  been  published 
related  to  this  topic* 

Hemodynamic  Monitoring.  It  is  axiomatic  that  there  is  a 
close  interaction  between  respiratory  function  and  hemo- 
dynamics. Respiratory  management  can  affect  hemodynamics 
(eg,  PEEP)  and  hemodynamics  can  affect  respiratory  func- 
tion (eg,  congestive  heart  failure).  Hemodynamic  monitor- 
ing is  included  in  every  respiratory  therapy  curriculum  and 


Table  2.      Roles  and  Responsibilities  of  Respiratory  Therapists  during 
Resuscitation 


Assessment  of  patient  for  respiratory  and/or  cardiac  arrest 

Activation  of  resuscitation  team 

Administration  of  basic  life  support  techniques 

Provision  of  mouth-to-mask  ventilation 

Attachment  of  ECG  and  automatic  defibrillator  electrodes 

Attachment  of  pulse  oximeter  and  capnograph 

Provision  of  a  written  report  of  the  resuscitation  effort 

Moving  resuscitation  equipment  to  the  scene 

Collection  of  arterial  blood  for  analysis 

Advanced  ECG  monitoring  and  dysrhythmia  recognition 

Tracheal  intubation 

Defibrillation  and  cardioversion  with  automatic  and  inanual 

electronic  defibrillators 

Use  of  continuous  and  transport  mechanical  ventilators 
Use  of  manual  and  automatic  chest  compressors 
Preparation  and  administration  of  cardiac  drugs 
Stabilization  of  patients  in  the  post-arrest  period 
Provision  of  access  for  rapid  administration  of  intravenous  fluids 
Managing  ventilation  via  transtracheal  catheter  and  cricothyrotomy 
Emergencv  treatment  of  tension  pneumo-  and  hemothorax,  with 

large-bore  needle 

Interpretation  of  hemodynamic  data 
Preparation  of  patients  for  emergency  transport 
Evaluation  of  oxygenation,  ventilation,  and  acid-base  balance  from 

blood  gas  reports 


'Adapted  from  Reference  32,  with  permission. 


respiratory  therapy  students  are  commonly  taught  the  tech- 
nical aspects  of  hemodynamic  monitoring  (eg,  wedge  pres- 
sure and  cardiac  output  measurements).  Respiratory  thera- 
pists have  little  responsibility  for  hemodynamic  monitoring 
in  many  hospitals,  and  this  is  often  considered  within  the 
domain  of  the  critical  care  nurse.  However,  it  seems  reasonable 
that  hemodynamic  monitoring  should,  at  least,  be  a  shared 
responsibility  between  critical  care  nurses  and  respiratory 
therapists.  Respiratory  therapists  should  have  the  responsibility 
to  make  hemodynamic  measurements  (eg,  cardiac  output) 
when  mechanical  ventilator  changes  are  instituted  that  might 
affect  hemodynamic  function. 

Related  to  hemodynamic  monitoring  is  operation  of  the 
intra-aortic  balloon  pump  (lABP).  Operation  of  the  L\BP  uses 
the  technologic  and  physiologic  expertise  of  the  respiratory 
therapist,  and  critical  care  therapists  have  this  responsibility 
in  some  hospitals. 

Extracorporeal  Life  Support  Therapists'  strong  educational 
background  in  technology  and  physiology  make  it  reasonable 
that  they  be  clinically  responsible  for  management  of  extra- 
corporeal life  support  (ECLS)  systems."  At  the  Massachusetts 
General  Hospital,  respiratory  therapists  are  solely  responsi- 
ble for  management  of  all  ECLS  provided  for  neonates,  chil- 
dren, and  adults.  Although  there  has  been  a  decrease  in  the 
number  of  patients  treated  with  ECLS,  there  has  been  a  pro- 
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liferation  of  ECLS  centers."^  Respiratory  therapists  should 
be  proacii\e  in  their  iinoivemenl  in  ECLS. 

CVVH/CVVHD.  Continuous  veno-venous  hemofiltration 
(CVVH)  and  continuous  veno-venous  hemodiafiltration 
(CVVHD)-'''"'*  ;ire  being  used  increasingly  in  critically  ill  patients. 
Consistent  with  their  role  as  technologist  and  physiologist,  it 
seems  reasonable  for  respiratory  therapists  to  be  trained  to  man- 
age these  systems.  At  the  Massachusetts  General  Hospital,  res- 
piratoi-y  therapists  are  being  trained  to  manage  CVVH  and 
CVVHD  when  these  ;ue  used  witli  patients  who  ;ire  ;ilso  receiv- 
ing ECLS.  It  makes  economic  as  well  as  clinical  sen.se  for  the 
respiratory  therapist  to  assume  this  responsibility.  Respiratory 
llierapists  cost  less  tlian  nurses,  they  are  already  present,  and  they 
have  the  clinical  background  necessary  to  le;ini  these  skills. 

Why  Should  Re.spirator>'  Therapists  Perfbmi  These  Tasks? 

1  think  that  there  lue  several  reasons  why  these  high-level  tasks 
belong  in  the  domain  of  the  respiratory  therapist.  First,  res- 
piratoiy  therapy  students  ;ue  more  likely  than  nursing  students 
to  receive  the  education  and  training  to  perform  these  tasks 
(Figure  1 ).'"  It  is  ironic  that  respiratory  therapists  are  taught 
to  perform  many  of  these  tasks  as  students  but  iue  not  allowed 
to  perform  thein  in  their  employment  after  graduation.  Sec- 
ond, many  of  these  tasks  are  too  sophisticated  to  be  transfen'ed 
to  individuals  with  lesser  skills.  Third,  the  nature  of  the  psy- 
chomotor skills  involved  with  these  tasks  mandates  that  they 
be  confined  to  a  small  group  of  individuals  who  will  perform 
these  tasks  frequently  (there  are  fewer  respiratory  therapists 
than  critical  care  nurses).  Finally,  other  persons  (eg.  physi- 
cians and  nurses)  who  might  perform  these  tasks  are  more 
expensive  than  respiratory  therapists. 

Acting  as  Consultant 

An  important  role  lor  ilic  respiratory  therapist  in  the  ICL 
is  to  serve  as  a  clinical  consultant.  This  requires  respiratory 
therapists  to  use  skills  that  go  beyond  their  technical  e.\per- 
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Fig.  1.  Hours  of  Instruction  in  airway  management,  arterial  punc- 
ture, and  mechanical  ventilation  in  three  types  of  nursing  programs 
(■  =  AS  nursing,  □  =  diploma  nursing,  □  =  BS  nursing)  and 
respiratory  therapy  programs  (□)  (adapted  from  Reference  10, 
with  permission). 


tise  and  allows  them  the  opportunity  to  u.se  their  know  ledge 
of  the  science  of  respiratory  care  and  clinical  indications  for 
specific  therapies,  their  skills  in  assessing  patients  and  response 
to  therapy,  and  their  ability  to  communicate  important  clin- 
ical findings  to  other  health  care  providers  (eg,  physicians  and 
nurses).""  In  their  most  sophisticated  role  as  consultant,  res- 
piratory therapists  use  medical-staff-approved  treatment  pro- 
tocols to  implement  a  care  plan  that  addresses  the  patient's 
respiratory  care  needs.'*'  These  programs  have  been  called  ther- 
apist-driven protocols,  patient-driven  protocols,  evaluate-and- 
treat  programs,  and  respiratory  therapy  consult  programs."" 
Although  respiratory  therapy  protocols  have  been  applied  pri- 
marily to  the  care  of  non-ICU  patients.^'  ^"'  interest  in  ther- 
apist-driven protocols  for  critically  ill  patients  is  evolving.'''' 

.Mechanical  Ventilation  Strategies.  The  physician  has  tra- 
ditionally made  all  important  management  decisions  related 
to  mechanical  ventilation.  However,  as  mechanical  ventila- 
tors and  mechanical  ventilation  strategies  have  become  increas- 
ingly sopliisticated,  more  responsibility  for  patient  management 
decisions  during  mechanical  ventilation  is  being  delegated 
to  respiratory  therapists.  In  many  hospitals,  respiratory  ther- 
apists have  the  greatest  expertise  in  mechanical  ventilation. 
Although  not  specifically  within  the  context  of  mechanical 
ventilation.  Stoller"  has  suggested  that  "One  novel  strategy 
to  deliver  respiratory  care  is  to  impart  responsibility  for  allo- 
cating respiratory  care  services  to  the  practitioners  with  the 
greatest  expertise." 

Pierson"'^  has  suggested  three  possible  approaches  to  order- 
ing mechanical  ventilation  (Fig.  2).  With  Level- 1  ventilator 
orders,  individual  specific  ventilator  settings  are  prescribed 
only  by  a  physician.  There  are  several  dilficulties  with  such 
orders.  There  can  be  a  long  delay  between  the  time  that  an 
order  is  needed,  the  time  that  the  physician  is  contacted,  and 
the  time  that  the  order  is  implemented.  Conflicting  ventila- 
tor orders  may  be  prescilbed  by  physician  consultants  who 
have  different  management  styles.  Orders  may  be  given  by 
cross-covering  physicians  who  are  not  fully  familiar  with  the 
patient.  Finally,  ventilator  orders  are  frequently  given  by  tele- 
phone with  the  prescribing  physician  not  present  to  evaluate 
patient  response  to  the  \  entilator  change. 


Level  1:  Individual  ventilator  settings 
"Decrease  PEEP  from  1 5  to  1 0  cm  HoO" 
"Draw  ABG  in  30  min" 

Level  2:  Outcomes 
"Adjust  rate  to  keep  pH  7.35  -  7.45" 
"Adjust  PSV  to  keep  rate  <  30/min' 
"Adjust  FiQ,  to  keep  Spo,  >92%" 

Protocols 

"PEEP  tnal  per  protocol" 

"Wean  and  extubate  per  protocol" 


Fig.  2.  Examples  of  three  levels  of  mechanical  ventilation  orders 
(adapted  from  Reference  58,  with  permission). 
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Level-2  ventilator  orders"*  specify  outcomes  rather  than 
specific  ventilator  settings.  With  this  approach,  the  respira- 
tory therapist  determines  the  specific  ventilator  settings  and 
fine  Uines  those  settings  at  the  bedside  while  monitoring  patient 
response  to  maintain  a  prescribed  outcome.  Level-3  ventilator 
orders-''^  use  a  protocol  approach  in  which  the  respiratory  ther- 
apist manages  the  ventilator  within  the  bounds  of  a  medical- 
staff-approved  protocol.  With  this  approach,  the  respiratory 
therapist  assesses  the  patient,  determines  the  most  effective 
mechanical  ventilation  strategy,  implements  that  strategy,  mon- 
itors the  outcome,  and  makes  adjustments  as  needed.  At  the 
LDS  Hospital  in  Salt  Lake  City.  Utah,  protocols  for  ventilator 
management  are  used  successfully  and  have  been  comput- 
erized.'^" Although  Level-2  and  Level-3  orders  for  mechan- 
ical ventilation  may  be  very  effective,  it  remains  important 
for  respiratory  therapists  to  communicate  ventilator  changes 
implemented  to  other  health  care  providers  (eg.  physicians 
and  nurses). 

The  concept  of  a  ventilatory  management  team  has  been 
promulgated  by  Cohen.""''  In  a  community  teaching  hos- 
pital, a  team  was  formed  to  conduct  rounds  regularly  and 
.supervise  the  mechanical  ventilation  of  ICU  patients."' The 
team  consisted  of  an  ICU  attending  physician,  nurse,  and  res- 
piratory therapist.  The  effectiveness  of  the  team  was  eval- 
uated using  an  historical  control  design.  Tlie  ventilatory  man- 
agement team  resulted  in  significant  reductions  in  ventilator 
days,  ICU  days,  number  of  blood  gases,  and  number  of  arte- 
rial catheters — resulting  in  significant  cost-savings.  Much 
of  the  success  of  this  approach  to  ventilatory  management 
was  attributed  to  improved  communication  among  physicians, 
nurses,  and  respiratory  therapists. 

Weaning  from  Mechanical  Ventilation.  Several  studies  have 
evaluated  respiratoiy  therapist  protocols  for  ventilator  wean- 
ing following  cardiac  surgery ."^^'^  Foster  et  al''^  reported  a 
reducfion  in  fime  to  extubation  of  41%  and  a  reduction  in  the 
number  of  arterial  blood  gases  of  42%  by  use  of  a  therapist 
protocol  for  weaning.  Wood  et  al''''  also  reported  a  signifi- 
cant reduction  in  weaning  time  using  a  protocol  by  respiratory 
therapists.  Both  studies  reported  safe  and  efficient  weaning 
from  mechanical  ventilation  using  the  respiratory  therapist- 
directed  protocols. 

Contributing  to  Cost-Savings 

Misallocation  of  respiratoiy  care  services  is  common  and 
can  be  associated  with  considerable  cost.^''  ''^  For  non-ICU  res- 
piratory care,  the  use  of  therapist-driven  protocols  has  been 
shown  to  improve  allocation  of  resources  and  decrease 
costs.'""'*'*'  Mechanical  ventilation  protocols'^ ''^  and  involve- 
ment of  respiratory  therapists  in  ventilator  management"'  may 
also  decrease  costs. 

Respiratory  therapists  have  developed  other  means  to 
decrease  costs  in  the  ICU.  Browning  et  al"'*  reduced  the  num- 


ber of  arterial  blood  gases  obtained  by  developing  guidelines 
for  appropriate  use  of  arterial  blood  gas  analysis.  It  is  of  inter- 
est to  note  that  the  percentage  of  inappropriate  blood  gases 
was  the  lowest  among  respiratory  therapists  (as  compared  to 
physicians  and  nurses).  Branson  et  al  "  developed  a  protocol 
for  use  of  a  hygroscopic-condenser  humidifier  during  short- 
term  mechanical  ventilation  that  can  significantly  reduce  the 
cost  of  humidification  during  mechanical  ventilation.  My  col- 
leagues and  F'  reported  a  large  reduction  in  cost  associated 
with  changing  ventilator  circuits  at  7-day  rather  than  48-hour 
intervals,  and  it  has  been  subsequently  shown  that  the  cost 
can  be  fuilher  reduced  by  eliminating  routine  ventilator  cir- 
cuit changes. '- 

Providing  Clinical  Leadership 

It  has  been  my  experience  that  respiratory  therapists  are 
often  the  clinical  leaders  responsible  for  introducing  new  res- 
piratory care  strategies  to  the  ICU.  Many  respiratory  thera- 
pists are  experts  on  patient  management  strategies  such  as  per- 
missive hypercapnia,^''^'  prevenfion  of  ventilator-associated 
acute  lung  injui7,^**  **-  and  noninvasive  positive  pressure  ven- 
tilation.'*' ■*"  Respiratory  therapists  are  often  at  the  forefront 
of  emerging  technologies  such  as  inhaled  nitric  oxide, '^^  par- 
tial liquid  ventilation.**** '^'-  and  tracheal  gas  insuffiation.'""'" 
The  value-added  respiratory  therapist  promotes  patient  care 
based  upon  our  knowledge  of  the  evidence  (ie,  scientific  lit- 
erature)"'''" and  not  because  "we  always  do  it  that  way"  or 
"that's  what  the  doctor  ordered." 

Educating  &  Training  Others 

Effective  respiratory  therapists  become  interdependent  with 
other  bedside  clinicians — particularly  physicians  and  nurses.''** 
Interdependence  is  a  characteristic  of  effective  people.  Much 
of  health  care  delivery  is  collaborative,  and  respiratory  ther- 
apists must  be  involved  in  such  collaboration  in  the  care  of 
critically  ill  patients  with  respiratoiy  failure.  Over  the  past  40 
years,  respiratory  therapists  have  enjoyed  a  special  relationship 
with  physicians,  and  that  relationship  must  continue  to  be  fos- 
tered in  the  ICU.  It  is  also  important  for  respiratory  therapists 
to  culfivate  their  relationship  with  critical  care  nurses. 

One  effective  way  to  foster  collaboration  is  by  using  the 
knowledge  of  respiratory  therapists  in  teaching  other  health 
care  providers.  Even  such  seemingly  simple  tasks  as  oxygen 
administration.*""'*  pulse  oximetiy.""  '"-  and  aerosol  deliv- 
ery""""^'  aie  sometimes  ptxirly  understtxxl  by  nurses  and  physi- 
cians. The  respiratory  therapist  can  add  value  by  instructing 
physicians  and  nurses  in  such  topics  and  in  mechanical  ven- 
tilation and  airway  management. 

The  appropriate  education  level  for  respiratory  therapists 
has  been  debated  for  many  years.  With  the  move  away  from 
a  task-orientation  to  that  of  assessment  and  care  plan  man- 
agement, we  must  ask  ourseh  es  whether  a  1  -year  entry  level 


Respiratory  Care  •  January  "97  Vol  42  No  I 


12! 


RCPS  IN  THE  ICU 


is  appropriate — particularly  for  critical  care  practice.'  I  believe 
that  the  necessary  skills  of  respiratory  therapists  today  and 
in  the  future  requires  an  educational  program  that  teaches 
assessment  and  implementation  of  care  plans  in  addition  to 
skills  training.  I  am  also  a  strong  believer  in  the  maturity  that 
develops  with  a  liberal  arts  education  and  the  scientific  rea- 
soning that  develops  with  a  basic  sciences  education.  This  can- 
not be  achieved  in  a  1  -year  program.  The  higher  the  educa- 
tion level  of  respiratory  therapists,  the  greater  will  be  the  respect 
engendered  from  others  in  the  ICU.  Effective  respiratory  ther- 
apists in  the  ICU  must  also  continually  expand  their  knowl- 
edge base — Knowledge  is  power! 

Obstacles  to  an  Expanded  Role 

The  expanded  role  for  respiratory  therapists  in  the  ICU  faces 
two  potential  obstacles — one  legal,  the  other  attitudinal.  Legal 
obstacles  are  related  to  licensure  and  credentialing.  Respiratory 
care  licensure  bills  are  typically  written  to  allow  an  expanded 
role  for  respiratory  therapists.  Further,  the  roles  of  respira- 
tory therapists  can  usually  be  expanded  without  violating  nurs- 
ing practice  laws.  Expanded  practice  for  respiratory  therapists 
should  be  accomplished  through  established  mechanisms  of 
the  hospital.  This  typically  involves  approval  by  credentialing 
committees  and  the  medical  staff  executive  committee.  The 
role  of  the  medical  director  of  the  respiratory  cai'e  department 
is  often  instrumental  in  gaining  these  approvals.  Such  insti- 
tutional approval  is  usually  sufficient  for  respiratory  thera- 
pists to  assume  iin  expanded  role.  However,  it  should  be  noted 
that  failure  to  achieve  such  approval  before  implementing  the 
expanded  role  is  likely  to  result  in  challenges  of  these  roles 
by  other  health  care  professionals  (eg.  nurses). 

The  other  obstacle  to  an  expanded  role  for  respiratory  ther- 
apists is  the  attitudes  of  the  individuals  involved.  It  is  unfor- 
tunate that  some  respiratory  therapists  and  some  respiratory 
therapy  department  directors  do  not  desire  an  expanded  role 
for  the  therapist.  This  can  result  in  considerable  conflict  when 
some  members  of  the  respiratory  care  department  desire  an 
expanded  role  and  others  are  comfortable  with  the  status  quo. 
I  believe  that  the  attitude  of  some  nurses  is  an  obstacle  to  the 
expanded  role  for  respiratory  therapists.  Perhaps  some  are 
threatened  by  such  an  expanded  role.  Finally,  some  physi- 
cians may  not  allow  therapists  to  practice  in  an  expanded 
role — either  because  of  their  lack  of  confidence  in  respira- 
tory therapists"  skills  or  their  desire  to  control  all  aspects  of 
patient  care. 

In  Conclusion 

Respiratory  therapists  make  important  contributions  to 
patient  care  in  the  ICU.  They  perform  high-level  skills  and 
act  as  technical  and  clinical  consultants.  It  can  be  argued 
that  respiratory  therapists  improve  the  quality  and  decrease 
the  cost  of  care  for  critically  ill  patients  with  respiratory 


failure,  although  this  has  not  been  reported  in  the  peer- 
reviewed  literature. 
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Discassion 

Walton:  In  niy  literaluie  ie\  icv\ ,  the  sin- 
gle silL-  tlial  is  aiinosl  alv\a_\ s  talked  alxiut 
as  the  iiiDst  expensive  care  setting  is  the 
intensi\e  care  unit.  Do  you  see  a  role  for 
the  respiratoiy  care  professional  iii  judg- 
ing the  appropriateness  of  whether  a 
palieni  should  land  in  an  intensi\  e  care 
unit  and  at  w  hat  point  the  patient  should 
be  moved  out  ot  the  ICU? 


Hes.s:  Respiratoiy  therapists  can  play  a 
role  in  that,  but  not  so  much  because 
they  make  the  decision  that  the  patient 
needs  to  go  to  the  unit  or  that  the  patient 
can  leave  the  unit.  The  skills  of  respi- 
ratory therapists  before  the  patient  gets 
ti>  the  unit  or  after  they  are  discharged 
from  the  utiit  can  ha\  e  a  lot  lo  do  with 
that  decision.  For  example,  a  patient  may 
be  very  stable  in  the  ICU  on  a  \entila- 
tor,  essentially  single-organ-system  fail- 


ure, but  can't  breathe.  If  the  respiratory 
care  department  will  not  take  care  of 
niechanically  \entilated  patients  outside 
the  ICU.  then  the  respiratory  therapist 
has  a  lot  of  input  in  the  decision,  in  a  dif- 
ferent way  to  what  you  were  refeiTing. 
In  our  units,  it  is  not  unusual  for  \hc  res- 
piratory therapist  to  be  part  of  making 
that  decision,  and,  in  fact,  the  question 
to  the  respiratory  therapist  is,  "Can  you 
manage  this  patient  adequately  on  the 
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floor?  What  are  the  patient's  secretion 
issues'?  Are  there  airway  issues  that 
would  preclude  mo\  ing  the  patient?" 
Thai's  not  answering  your  question 
directly,  but  1  tliinlv  the  respiratory  ther- 
apist can  impact  on  that  decision  with- 
out being  the  one  w  ho  necessmiK  makes 
the  decision. 

Dunne:  I  thinl:  another  %alue  of  the  ther- 
apist, to  follow  up  on  what  you  and  John 
discussed,  is  to  draw  to  the  attention  of 
the  physicians  involved  that  a  particu- 
lar patient  might  be  a  candidate  for  more 
aggressive  therapy,  which  might  facil- 
itate transition  out  of  the  ICU. 

Hess:  Another  example  of  how  the 
therapist  can  have  an  impact  is  in  non- 
invasive ventilation  and  the  patients 
who  we're  having  difficulty  weaning 
from  the  ventilator.  Because  of  the 
therapist's  skills  in  noninvasive  ven- 
tilation, some  of  those  patients  are  now 
extubated  sooner  than  we  might  have 
extubated  them  before  because  the 
team  has  confidence  in  the  therapist's 
being  able  to  support  patients  with 
mask  ventilation  without  their  need- 
ing to  be  reintubated.  That  may  cut 
days  off  the  patient's  ICU  stay. 

Mishoe:  Dean,  Mass  General  and  Duke 

are  unique  acute  care  practice  settings, 
compaied  to  the  rest  of  the  country,  and 
I  envy  practitioners  who  can  work  in 
those  settings.  1  wish  you  could  elabo- 
rate for  those  of  us  who  don't  have  many 
of  the  advantages  that  you  have.  How  do 
we  address  the  situation  in  which  ther- 
apists who  are  trained  to  do  these  high- 
level  skills  aren't  given  the  opportunity 
to  perform  them,  and  the  opposite  situ- 
ation, in  which  technicians  are  often  m 
situations  for  which  they  don't  have  the 
training,  and  aren't  prepared  to  handle 
it,  but  there's  no  real  organizational  lead- 
ership. For  example,  in  our  institution, 
the  range  of  ventilator  orders  can  vary 
from  being  very  prescriptive  to  "venti- 
late-and-wean.  per  respiratory  care."  It 
varies  according  to  the  particular  unit. 
the  resident,  the  attending,  and  so  on  and 
so  forth.  You  don't  see  development  and 


ad\ancenient  of  the  whole  group  because 
of  tlie  variation  in  practice.  So.  w  hat  sug- 
gestions might  you  give  not  only  to  me. 
but  then  to  the  broader  community  on 
how  to  tackle  that? 

Hess:  A  couple  of  points.  We  may  not 
be  as  sophisticated  as  you  give  us  credit 
for  because  we  have  9  ICUs.  and  in 
some  of  our  ICUs  the  orders  are  all  writ- 
ten as  "Level  1 '  orders,  and  then  in  other 
ICUs  the  orders  are  more  of  an  outcome 
son  of  order.  1  think  in  the  majority  of 
our  units,  the  orders  do  have  a  lot  of 
input  from  the  respiratory  therapist,  but 
there  are  some  units  where  the  input  of 
the  respiratory  therapist  is  not  as  \  alued. 
The  one  way  that  1  think  you  can  ele- 
vate the  role  of  the  respirator  therapist 
is  by  hiring  the  most  competent,  high- 
est skilled,  best  communicators  that  you 
can.  In  my  presentation,  for  example, 
and  in  my  paper.  I  didn't  use  "RCPs.' 
You  might  have  noticed  I  used  "respi- 
ratory therapist',  and  that's  intentional, 
because  RCP,  in  ni)'  mind,  includes  res- 
piratory technicians  and  respiratory 
therapists.  The  things  that  1  was  talking 
about  in  this  presentation  are  respiratory 
therapists"  skills.  We  don't  hire  respi- 
ratory technicians.  We  only  hire  regis- 
tered respiratory  therapists.  One  of  the 
things  that  we  screen  individuals  for  dur- 
ing the  hiring  process  is  not  only  how 
bright  they  are  and  what  kind  of  skills 
they  bring  to  the  workplace,  but  also 
their  ability  to  be  able  to  communicate 
that  infomiation  to  others.  We're  look- 
ing for  people  who  can  go  up  to  one  of 
our  ICU  attendings  at  the  Mass  Gen- 
eral/Harvard Medical  School  and  essen- 
tially go  toe-to-toe  with  them  and  dis- 
cuss many  of  the  issues  that  1  listed — be 
able  to  talk  to  them  about  permissive 
hypercapnia.  pressure-control  ventila- 
tion, weaning  strategies,  and  so  forth. 
I  don't  think  that  we  elevate  oursehes 
to  that  le\'el.  though,  if  we  try  to  place 
individuals  who  graduate  from  respi- 
ratory technician  programs  into  those 
roles.  That  would  set  them  up  for  fail- 
ure, and  that  reflects  poorly  on  the  pro- 
fession. I  don't  know  if  I  answered  your 
question  or  if  I  just  rambled. 


Mishoe:  You  really  did  help  a  lot.  Do 
you  have  any  suggestions  on  how  to 
rally  physician  support?  We  have  pock- 
ets of  support,  and  we  think  we  have  the 
momentum  to  put  protocols  in  place,  but 
then  all  levels  of  approval  are  not.  In  our 
circumstances.  1  sometimes  attribute  our 
failure  to  put  more  protocols  into  prac- 
tice to  the  lack  of  one  medical  director 
who  has.  perhaps,  more  authority  and 
who  can  do  the  political  things. 

Hess:  You  need  a  supporti\e  medical 
director,  and  1  can't  say  enough  about 
a  supportive  medical  director.  But  some- 
times the  best  support  has  not  come  just 
from  our  medical  director.  We  ha\e  had 
other  physicians  on  staff  who  have  been 
strong  supporters  of  an  emerging  role 
for  respiratory  therapist,  and  sometimes 
we  use  those  individuals  to  make  our 
case,  rather  than  our  medical  director. 
Many  institutions,  like  ours,  are  polit- 
ical, and  if  you  want  to  talk  to  the  sur- 
geons, it  may  be  better  to  have  a  sur- 
geon-advocate speak  on  your  behalf, 
rather  than  your  medical  director,  w  ho 
may  be  an  anesthesiologist  or  pulmo- 
nologist.  When  you  talk  to  the  Depart- 
ment of  Medicine,  it's  better  to  have  a 
pulmonologist  speak  for  you.  When  you 
go  into  the  surgical  ICUs  it's  better  to 
have  an  anesthesiologist. 

Mishoe:  Who  ultimately  approves  the 
protocol  through  the  system?  We  find  ob- 
stacles and  barriei"s.  which  ciui  undemiine 
the  best  efforts.  How  does  it  ultimately 
come  together  at  your  institution? 

Hess:  Our  arterial  line  program  is  an 
example.  We  got  "sign  off  not  only 
from  our  medical  director,  but  also  from 
the  director  of  the  medical  ICU  and  the 
director  of  the  anesthesia-run  ICUs. 
They  agreed  that  it's  OK  for  therapists 
to  insert  A-lines  in  their  unit,  and  so 
forth.  Then,  it  ultimately  has  to  work  its 
way  through  the  credentialing  process 
of  the  hospital,  which  ends  with  the 
Medical  Executive  Committee.  We  may 
put  together  a  very  nice  program  with 
sign-off  and  "buy-in'  by  all  the  physi- 
cian groups  who  could  be  impacted,  put 
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our  business  pkin  together  (so  we're  sure 
we're  not  going  to  need  more  respira- 
tory therapists  by  doing  this),  and  for  all 
I  know,  there  could  be  a  physician  on 
the  Medical  Executive  Committee  who 
doesn't  like  respiratory  therapists  for 
some  reason,  who  will  make  a  big  issue 
out  of  it.  I  don't  see  that  happening,  but 
it's  always  a  possibility. 

Durbin:  1  would  like  to  bring  the  dis- 
cussion back  to  the  fact  that  if  there  is 
no  perceived  need  for  a  serv  ice.  then  the 
delivery  of  that  service  is  unlikely  to  be 
successful.  In  other  words,  if  there  were 
enough  anesthesia  residents  to  do  all  the 
intubations  at  Duke.  I  don't  think  there 
would  be  a  discussion  of  whether  res- 
piratory care  should  be  perfonning  that 
service.  The  fact  is,  therapists  are  per- 
forming better  than  the  system  did 
before,  and  people  are  satisfied  with  that 
improvement.  1  know  as  an  anesthesi- 
ologist that  it's  difficult,  even  for  a  sea- 
soned clinician,  to  maintain  skill  in  dif- 
ficult airways.  Tlie  complication  rate  that 
you  were  describing  in  the  paper  by 
Thalman'  is  at  least  10  to  maybe  50 
times  greater  than  a  practicing  anes- 
thesiologist should  experience.  Expe- 
rience needed  to  maintain  these  skills  is 
also  much  greater  than  the  practitioners 
could  obtain.  So,  in  the  best  of  all  worlds, 
the  most  desirable  practice  pattem  v\ciuld 
be  to  have  the  most  skilled  person  doing 
the  difficult  cases.  By  that  individual 
doing  all  of  the  cases  the  level  of  skill 
needed  to  be  proficient  would  be  main- 
tained. That's  not  practical,  not  rea- 
sonable, and  not  appropriate,  and  less 
experienced  people  are  going  to  fill  tliese 


roles  when  they're  needed.  I  think  this 
idea  applies  to  every  iirea  of  respiratory 
care.  If  there  isn't  a  demand  for  an 
improvement,  there  won't  be  support  for 
change.  You  can  create  demand  some- 
what, but  you  really  have  to  identify  that 
it's  a  problem  or  the  solution  is  not  going 
to  fly.  You  can  go  through  all  the  paper- 
work you  want  and  it  won't  matter.  At 
the  University  of  Virginia.  I  did  exactly 
what  you  described  to  have  therapists 
approved  to  do  emergency  intubafions. 
I  did  it  12  to  15  years  ago.  They  are 
approved  for  this  activity.  They  have  a 
training  program.  They  are  allowed  to 
do  it.  The  problem  is  that  we  ha\e  plenty 
of  residents  and  the  therapists  are  not  cur- 
rently the  most  skilled  person  available. 
We  are  also  a  compact  institution — our 
hospitals  are  all  together  so  distances 
aren't  a  great  problem.  I  think  there's 
more  to  it  than  just  the  technical  capa- 
bilities and  what  the  educational  back- 
grounds of  the  individuals  are.  You  really 
have  to  fill  an  identified  need  among  the 
other  caregivers  at  the  bedside.  It's  not 
that  an  anesthesiologist  doesn't  want  a 
therapist  to  intubate,  it's  just  there  isn't 
a  perceived  need  for  this  service  at  the 
present  time  in  our  institution. 
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Hess:  An  opportunity  to  establish  the 
need  for  respiratory  therapists  to  get  into 
some  of  these  areas  is  that  there  are 


going  to  be  fewer  house  staff.  In  fact, 
that  was  an  important  part  of  the  arte- 
rial line  program.  There  are  fewer  anes- 
thesia residents;  there  are  fewer  med- 
ical house  officers  and  so  forth. 

Giordano:  Gi\  en  your  experiences  with 
higher  level  tasks,  if  you  were  in  a  posi- 
tion to  do  so.  and  you  could  just  flip  a 
switch  and  change  our  education  sys- 
tem, what  would  you  add  to  it  in  order 
to  mitigate  the  expense  of  the  institu- 
tional-based training  that  you're  having 
to  invest  in  to  get  your  people  prepared 
for  those  higher  tasks? 

Hess:  I  think  most  of  our  people  are 
already  trained  to  do  many  of  these  tasks. 
The  issue  is  not  that  the  therapists  have 
never  placed  an  arterial  line.  The  issue 
is  that  they  haven't  done  that  since  they 
were  in  school.  The  issue  isn't  that,  for 
example,  they  have  never  done  an  intu- 
bation, but  they  haven't  done  an  intu- 
bation since  they  were  in  school.  So.  I 
think  that  much  of  the  U'aining  and  many 
of  the  skills  are  already  there.  It  just 
hasn't  been  part  of  their  practice.  I  think 
it  is  very  important  for  respiratory  ther- 
apists to  assess  patients  and  to  com- 
municate findings.  And  sometimes  com- 
munication is  the  most  important 
thing — just  not  being  intimidated,  to 
have  to  speak  up  at  rounds  when  you 
have  an  attending  physician  who's 
known  over  the  entire  world,  and  a  pul- 
monary fellow  or  an  anesthesia/critical 
care  fellow  and  6  house  officers.  I  think 
those  are  difficult  skills.  I  don't  know 
how  you  teach  those  skills.  I  have  to 
admit  that  it  intimidates  me  some  days. 
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Introduction  &  Background 

In  this  paper.  I  address  what  I  perceive  to  be  the  forces 
affecting  subacute  care  and  the  issues  facing  the  respiratory 
care  practitioner.  Because  data  are  scarce,  much  of  what  I  pre- 
sent is  based  on  my  own  observations  and  on  unpublished  data 
and  communications. 

The  national  landscape  of  health  care  services  in  Amer- 
ica is  changing  at  a  rapid  pace.  Integration,  mergers,  and  acqui- 
sitions by  health  care  corporations  are  at  a  level  not  previously 
seen  within  the  industry. '■-  Health  care  corporations  are  buy- 
ing or  developing  facilities  that  serve  large  geographic  ter- 
ritories. Much  of  this  activity  is  probably  the  result  of  what 
the  market  perceives  to  be  the  direction  of  change  in  health 
care  provision  and  reimbursement.  These  important  changes 
affect  not  only  the  delivery  of  health  care  services  to  consumers 
within  a  community  but  also  those  who  have  chosen  health 
care  as  a  profession — chief  executive  officers,  physicians,  and 
allied  health  care  providers. 

Subacute  care  has  been  redefined  by  the  National  Suba- 
cute Care  Association,  in  part,  in  response  to  the  development 
and  differentiation  of  services.^ 
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Subacute  care  is  a  comprehensive,  cost-effective  inpa- 
tient level  of  care  for  patients  who: 

a)  have  experienced  an  acute  event  resulting  from 
injury,  illness  or  exacerbation  of  a  disease  process 

b)  have  a  determined  course  of  treatment,  and 

c)  though  stable,  require  diagnostics  or  invasive  pro- 
cedures but  not  intensive  procedures  requiring  an 
acute  level  of  care. 

The  severity  of  the  patient's  condition  requires: 

a)  active  physician  direction  with  frequent  on-site 
visits 

b)  professional  nursing  care 

c)  significant  ancillary  services 

d)  an  outcomes-focused  interdisciplinary  approach  uti- 
lizing a  professional  team,  and 

e)  complex  medical  and/or  rehabilitative  care. 

Typically  short-term,  subacute  care  is  designed  to  return 
patients  to  the  community  or  transition  them  to  a  lower  level 
of  care. 

Subacute  care  can  include  skilled  nursing  facilities 
(SNFs),  home  health  care  agencies,  outpatient  rehabilita- 
tion centers,  assisted  living  facilities,  continuing  care  retire- 
ment centers,  and  hospices.  Programs  of  this  type  are  pro- 
liferating as  hospital-based  entities  within  health  care 
organizations  and  as  part  of  the  portfolio  of  services  of  posta- 
cute  care  companies  (sometimes  referred  to  as  freestand- 
ing facilities). 

Acute  care  health  organizations  have  been  among  the 
most  aggressive  in  developing  postacute  services,  perhaps 
in  part,  as  a  survival  measure.  As  managed  care  penetra- 
tion increases  within  a  community,  acute  care  institutions 
struggle  with  inpatient  length-of-stay  issues  and  the  pres- 
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sure  to  decrease  cost  per  patient  episode.  Diversification 
into  postacute  care  services  can  be  an  et't'ective  strategy  for 
decreasing  cost  per  episode  and  maintaining  patient  and  man- 
aged care  market  share.'' 

In  developing  a  product  line  of  subacute  care  services 
to  complement  an  acute  care  organization,  one  must  make 
a  careful  study  of  what  role  each  inpatient  and  outpatient 
setting  will  fulfill  for  the  system,  and  develop  and  articu- 
late those  roles.  Although  some  see  direct  admission  to  sub- 
acute care  facilities  as  a  partial  answer  to  the  high  cost  of 
care  of  the  Medicare  population,-^  in  some  delivery  models, 
the  acute  care  facility  becomes  the  initial  entry  for  a  patient 
episode.  Acute  care  facilities  provide  the  emergency  inter- 
vention and  stabilization  of  acute  illnesses  and  the  complex 
diagnostic  procedures  required  to  define  a  patient's  illness. 
Acute  care  facilities  should  also  pro\  ide  the  initial  inter- 
disciplinary care  plan  that  promotes  patient  recovery.  Once 
the  treatment  plan  has  been  developed,  the  initial  acute 
episode  is  over,  and  the  patient  is  stable,  the  necessary  fol- 
low-through of  the  treatment  and  rehabilitation  process  takes 
place  in  a  subacute  care  setting. 

The  Respiratory  Care  Practitioner  in  the 
Suhacute  Care  Setting 

Making  the  Most  of  Education  &  Experience 

In  past  years  the  services  of  respiratory  care  practition- 
ers (RCPs)  have  been  available  in  the  subacute  care  setting 
only  on  a  limited  basis.  Involving  the  RCP  can  be  valuable 
to  the  patient,  the  providing  organization,  and  a  care  provider.'' 
The  American  Health  Care  Association  (AHCA)  Fads  and 
Trends:  The  Suhacute  Cure  Source  Book'  suggests  that  67- 
70%  of  SNFs  provide  respiratory  therapy,  and  44%  of  hos- 
pital-based SNFs  and  24%  of  freestanding  SNFs  care  for  ven- 
tilator-dependent patients 

In  my  experience,  1  have  noted  that  the  respiratory  care 
professional  brings  a  set  iif  clinical  and  managerial  skills  that 
are  not  common  to  postacute  entities.  I  believe  that  those  skills 
are  consistent  with  the  National  Subacute  Care  Association"s 
(NSCA's)  definition  and  with  its  Clinical  Guidelines  for  Suh- 
acute Units,'*  and  with  the  ideal  subacute  care  facility  as  set 
forth  by  the  National  Report  on  Subacute  Care  released  by 
the  U.S.  Department  of  Health  and  Human  Services." 

I  believe  that  because  RCPs  tratlitionally  lunc  worked 
closely  and  effectively  with  many  clinical  professionals 
w  ithin  the  system — including  nurses,  physicians,  physi- 
cal therapists,  speech  and  language  pathologists,  labora- 
tory technicians,  and  social  workers — and  have  de\eloped 
the  related  communications  skills,  they  are  particularly  fit 
for  team  leadership. 

In  many  SNFs,  the  clinical  resources  and  knowledge  are 
lacking  to  develop  the  capability  to  care  for  more  seriouslv 
ill  patients.  RCPs  bring  experience  in  patient  dri\  en  proto- 


cols, clinical  pathway  development,  intensive  care,  emergency 
and  trauma  care  and  comprehensive  assessment  skills  that 
can  help  in  the  development  of  that  capability.'"" 

The  experience  of  formerly  hospital-based  RCPs  in  prepar- 
ing for  accreditation  by  the  Joint  Commission  for  Accredi- 
tation of  Healthcare  Organizations  can  be  invaluable  when 
SNFs  are  preparing  for  accreditation.  In  a  similar  manner,  the 
cost-based  nature  of  the  provision  of  postacute  care  has  not 
forced  postacute  providers  to  assess  their  inefficiencies.  RCPs 
in  management  positions  have  had  to  come  to  teniis  with  pro- 
ductivity standards  and  resource  utilization  and  have  learned 
to  balance  the  availabihty  of  resources  with  the  clinical  needs 
of  and  desired  outcomes  for  the  patient'-  '"*  and  can  bring  value 
to  facilities  now  faced  with  such  realities. 

RCPs  have  by  the  nature  of  the  profession  had  to  become 
effective  teachers,  to  consider  the  psychosocial  mindset  of 
patients  and  families,  and  to  lead  clinicians  and  non-clinicians 
alike  toward  desired  outcomes.  I  believe  that  they  have  a  role 
as  patient,  family,  and  staff  educators  in  subacute  care."" 

Needed  New  Skills  &  Knowledge 

Managed  care  is  becoming  an  ever  more  important  part 
of  postacute  care,  especially  in  regions  of  the  West  and  South- 
west U.S.  where  managed  ciire  penetration  is  reaching  the  30% 
mark.-"  As  managed  care  and  price  control  become  a  more 
integral  part  of  postacute  care,  opportunities  arise  for  the  RCP 
in  case  management  as  case  managers-'  and  in  applving  his 
knowledge  of  the  cost  of  patient  care  from  clinical,  regula- 
tory, and  financial  perspectives  to  contract  effectively. -- 

Managed  c;ue  patients  may  bring  customer  ser\ice  require- 
ments that  SNFs  and  other  subacute  facilities  are  unaccus- 
tomed to  addressing.  I  have  found  that  case  managers  for  m;in- 
aged  care  comp;inies  dem;uid  frequent,  qualirv  communications 
related  to  their  patients"  progress.  Facilities  require  person- 
nel who  can  communicate  both  clinical  and  financial  infor- 
mation and  maintain  a  high  level  of  customer  satisfaction  with 
the  managed  care  companies.  RCPs  because  of  their  diverse 
clinical  and  teaching  experience  may  be  able  to  fill  this  need. 

The  horizontal  and  \ertical  role  expansion  of  clinical  skills 
discussed  elsewhere  in  the  papers  published  in  this  issue  of 
the  Journal  are,  of  course,  important  in  the  subacute  arena.-'  -^ 
But.  perhaps,  the  RCP  who  wishes  to  work  and  add  value  to 
the  postacute  industry  needs  to  get  to  "the  heart  of  the  mat- 
ter" by  developing  an  in-depth  knowledge  of  the  rules,  laws, 
and  regulations  that  apply.  Medicare  and.  in  some  states.  Med- 
icaid. ha\e  specific  regulations  that  govern  delivery,  docu- 
mentation, and  charges  for  ancillary  services.-* 

Initiatives  against  Fraud  &  Abuse 

Respiratory  therapy  is  a  relati\  ely  new  and  rapidly  grow- 
ing sen  ice  in  the  nursing  home  industn .  and  one  that  is  gain- 
ing attention  from  intermediaries  and  the  Health  Care  Financ- 
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ing  Administration  (HCFA).  Marlced  increases  in  the  units 
of  therapy  provided  and  the  dollar  amounts  charged  have 
brought  into  question  the  nature  and  intent  of  respiratory 
therapy  delivered  in  nursing  homes.  Many  would  argue  that 
respiratory  services  are  among  the  most  needed  in  nursing 
homes  and  have  not  been  widely  available  until  recently. 
However,  traditional  acute  care  approaches  to  patient  treat- 
ment and  documentation  may  put  at  risk  the  long-temi  accep- 
tance of  these  services  and  their  related  reimbursement. 

What  must  be  clearly  understood  by  respiratory  profes- 
sionals in  the  subacute  care  industry  is  the  exact  nature  and 
interpretation  of  current  Medicare  and  Medicaid  regulations 
and  the  responsibilities  and  liabilities  to  patients,  facilities, 
and  physicians.  What  many  persons  in  the  health  care  indus- 
try do  not  appear  to  understand  is  how  government  enforce- 
ment of  these  regulations  through  initiatives,  such  as  Oper- 
ation Restore  Trust  (ORT)  can  impact  providers.  The  HCFA 
Guidelines  that  govern  fraud  and  abuse  activities"  and  the 
work  plan  of  the  Office  of  Inspector  General  should  provide 
some  insight  into  the  governments  focus  in  enforcement. 

ORT  (a  coordinated  effort  of  the  Office  of  the  Inspector 
General,  the  Health  and  Human  Services  Office  on  Aging, 
the  Federal  Bureau  of  Investigation,  the  Drug  Enforcement 
Agency,  and  state  Medicaid  fraud  control  units)  is  an  initiative 
against  fraud,  waste,  and  abuse,  launched  by  President  Clin- 
ton in  May  1995.  It  was  designed  to  demonstrate  new  part- 
nerships and  new  approaches  to  finding  and  stopping  fraud 
in  the  Medicare  and  Medicaid  programs.  ORT  is  a  demon- 
stration project  targeted  at  home  health  agencies,  nursing 
homes,  and  durable  medical  equipment  suppliers — three  enti- 
ties with  high-spending  growth  in  which  respiratory  thera- 
pists are  involved.  The  tiu-get  states  for  ORT  are  New  York, 
Florida,  Illinois,  Texas,  and  California — 5  states  compris- 
ing more  than  one  third  of  all  Medicare  (34'7r)  and  Medicaid 
(38.5%)  beneficiaries. 

Ancillary  therapy  services  and  especially  respiratory  ther- 
apy services  (particularly  those  provided  in  SNFs).  are  key 
targets  of  the  ORT  initiatives.  Determination  of  inappropri- 
ate treatment  and  lack  of  documentation  of  medical  services 
are  at  the  heart  of  the  federal  government's  successful  recov- 
ery of  Medicare  funds.-**  As  part  of  a  public  awareness  cam- 
paign, HCFA  issues  fraud  alerts  highlighting  specific  cases 
and  designed  to  infomi  the  medical  community  and  the  gen- 
eral public  of  fraudulent  health  care  practices. 

To  illustrate  the  effect  that  the  ORT  initiative  can  have  on 
a  respiratory  therapy  service.  I  submit  a  hypothetical  example. 

A  hospital  has  a  program  to  provide  respiratory  therapy 
services  to  a  SNF  under  the  hospital  transfer  agreement  reg- 
ulation. The  hospital  has  been  providing  contract  services  for 
1  year,  during  which  billable  services  to  the  SNF  totaled 
$50,000.  Review  reveals  that  medical  necessity  for  5  patients 
treated  over  a  5-month  period  (25  separate  UB-92  claims)  is 
not  supported  by  documentation.  This  activity  equals  10% 
of  the  services  provided  to  the  facility.  The  hospital,  wish- 


ing to  correct  the  error,  refunds  .S5. ()()()  to  the  SNF,  but  the 
SNF  has  already  billed  Medicare  for  these  services.  Once  the 
SNF  has  been  alerted,  they  are  required  to  notify  Medicare 
of  the  inappropriate  claims.  Medic;ire  has  the  authority  tti  obtain 
restitution  from  the  SNF  for  each  claim  ( UB-92 )  for  the  iden- 
tified inappropriate  services  through  the  use  of  the  False  Claims 
Act.  In  addition.  Medicare  can  institute  ci\  il  monetaiA  penal- 
ties under  the  false  claims  act  of  up  to  $  K),0()()/claim.  [The 
laws  most  widely  used  to  prosecute  such  incidents  aie  ( 1 )  Medi- 
care-Medicaid  Anti-Fraud  and  Abuse  Amendments,  includ- 
ing the  anti-kickback  provision,  S 1 3,92 1 ;  (2 )  Federal  False 
Claims  Act.  §13.918;  (3)  Civil  Monetary  Penalties  and  Assess- 
ments, §13,925;  (4)  Exclusions  from  Program  Participation, 
§13,927. J  In  my  hypothetical  example,  the  25  false  claims  sub- 
mitted potentially  carry  a  total  false  claim  liability  of 
$250.000 — relatively  small  problems  generating  consider- 
able liability. 

Many  contract  agreements  between  hospitals  and  nurs- 
ing homes  for  respiratory  therapy  services  have  indemnifi- 
cation clau.ses  designed  to  protect  the  nursing  facility.  Even 
if  the  hospital  is  willing  to  repay  the  SNF  for  denied  Medi- 
care reimbursement,  nursing  facilities  and  hospitals  may  both 
face  operational  and  enforcement  difficulties,  unpleasant  pub- 
licity, and  negative  reactions  in  the  community  as  a  conse- 
quence of  unsupported  claims. 

In  Conclusion 

Health  care  in  extended  care  facilities  holds  great  oppor- 
tunity for  the  respiratory  care  practitioner,  through  both  the 
hospital  contract  mechanism  and  direct  employment.  As  the 
hospital  becomes  more  and  more  the  center  of  acute  inter- 
vention and  diagnostics,  the  needs  of  patients  to  be  reha- 
bilitated in  subacute  settings  continues  to  increase  and  diver- 
sify. The  respiratoiy  care  practitioner  must  be  ready — anned 
with  the  skills  necessary  to  provide  effective  patient  care 
and  the  knowledge  necessary  to  "work  within  the  system." 
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Di.scussion 

Dubbs:  Will  you  please  provide  a  lit- 
tle bit  more  detail  about  how  these  con- 
tract companies  operate? 

Cornish:  Let  me  first  start  by  explain- 
ing how  HCFA  perceives  a  transfer 
agreement  should  work.  Skilled  nurs- 
ing facilities  (SNFs)  ;ire  required  to  have 
a  transfer  agreement — period.  And  the 
transfer  agreement  is  what's  called  "a 
condition  of  participation."  There  are 
approximately  13  of  thein  for  SNFs, 
These  are  things  a  SNF  must  have  in 
order  to  participate  in  Medicare.  A  trans- 
fer agreement  is  nothing  more  than  a 
document  that  says  if  a  skilled  nursing 
facility  has  a  resident  whom  they  can- 
not medically  manage,  that  Hospital  A 
will  accept  that  resident.  That's  what  a 
transfer  agreement  is.  Now,  HCFA  arti- 
ficially attached  to  the  agreement  a  res- 
piratory therapy  regulation  that  deter- 
mines when  respiratory  therapy  is  a 
routine  and  when  an  ancillary  service. 
And  to  get  back  to  what  John  fWalton) 
was  talking  about  as  far  as  reimburse- 
ment a  little  bit.  skilled  nursing  facili- 


ties are  reimbursed  in  two  areas  of  cost 
— routine  and  ancillary.  Routine  costs 
are  capped,  ancillary  costs  are  not.  If  a 
nursing  home  hires  a  respiratory  ther- 
apist directly,  costs  associated  with  that 
therapy  are  considered  routine.  If  they 
hire  them  under  a  transfer  agreement, 
costs  are  ancillary.  And  ancillaries,  to 
make  a  long  story  short,  are  where  facil- 
ities make  revenue.  In  order  for  respi- 
ratory therapy  to  be  an  ancillary,  the  ther- 
apist must  be  an  employee  of  a  hospital, 
and  that  hospital  has  to  have  a  transfer 
agreement  with  the  SNF.  The  transfer 
agreement  was  not  designed  to  be  a  tool 
to  implement  respiratory  therapy  in 
SNFs — ^just  the  opposite.  The  respira- 
tory therapy  service  was  supposed  to  be 
a  byproduct  of  the  transfer  agreement. 
If  the  SNF  needed  RT  services,  they 
could  get  them  from  this  transfer  agree- 
ment hospital.  What's  happened  is  man- 
agement companies  have  come  to  hos- 
pitals saying  "We'll  teach  you  all  the 
rules  and  regulations  of  the  program. 
We'll  run  it  for  you,  we'll  do  all  the 
training,  we'll  supcn  ise,  we'll  bill,  we'll 
ct)llect,  and  we'll  hand  you  a  check 
every  month  based  on  a  percentage  of 


what  we  do."  Now  the  problem  with  that 
is  that  the  hospital  is  basically  used  as 
a  receptacle  of  bodies  tor  this  man- 
agement company,  and  the  only  rea.son 
they're  there  is  because  the  therapists 
have  to  be  employees  of  the  hospital. 
They  have  to  get  paid  by  the  hospital. 
Other  than  that,  unfortunately,  the  asso- 
ciation with  the  hospital  normally  stops. 
The  management  company  will  employ 
a  director  of  some  type  who  is  actually 
operating  the  program,  or  in  some  in- 
stances, the  manager  may  be  a  hospital 
employee,  but  he  or  she  is  receiving  all 
their  directions  from  the  management 
entity.  HCFA  has  basically  taken  the 
interpretation  that  the  hospital  has  to  be 
in  control  of  the  program.  They  must  be 
doing  the  supervising,  they  must  be 
doing  the  scheduling,  they  must  be  do- 
ing the  quality  assurance,  they  must  be 
doing  the  program — period.  They  can 
be  taught  the  program  outside,  and  if 
they  want  to  use  a  management  com- 
pany as  a  billing  entity,  to  provide  a 
billing  service  for  them,  that,  tiKX  is  OK, 
but  HCFA  is  taking  a  very  strong  posi- 
tion that  they  want  the  hospital  to  be  in 
control  of  the  process. 
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Giordano:  In  order  for  respiratory  care 
practitioners  to  he  more  clinically  effec- 
tive and  cost-efficient,  in  postacute  care 
settings,  what  additional  skills  or  com- 
petencies would  you  recommend  the\' 
be  imbued  with  before  the\  get  to  these 
postacute  care  facilities'? 

Cornish:  I  guess  the  areas  of  greatest 
risk  are  really  in  documentation  and 
regulations.  It's  the  documentation  that 
gets  the  program  in  trouble — docu- 
mentation specific  to  medical  neces- 
sity. Medicare  views  medical  necessity 
in  SNFs  differently  from  medical 
necessity  in  acute  care  in  that  it  has  to 
be  a  rehabilitation-oriented  need  in 
order  for  it  to  be  what  is  called  a 
'skilled'  need.  Now.  that's  where. 
again,  respiratory  fits  into  a  strange 
caveat,  in  that  most  of  what  respiratory 
care  does  is  chronic  in  nature.  We're 
not  normally  in  the  business  of  curing 
people.  However,  there  are  approaches 
and  appropriate  techniques  that  can  be 
used  to  show  and  to  document  pro- 
gress— normally  the  appropriate  prac- 
tice is  happening,  it's  just  not  being 
documented  coixectly.  It's  SOAP-chart- 
ing  and  other  types  of  traditional  acute 
care  charting  that  therapists  are  more 
familiar  with.  They're  using  these  for- 
mats and  when  Medicare  comes  in  and 
does  an  audit,  they  simply  say  "This 
was  inappropriate  and  we're  denying 
payment."  and  it's  not  because  the  prac- 
tice was  necessarily  inappropriate  to 
begin  with,  it  just  wasn't  documented 
correctly.  Understanding  the  docu- 
mentation requirement  and  the  regu- 
lations that  are  invohed  in  the  oversight 
of  respiratory  therapy  delivery,  are  2 
key  areas.  Clinically,  the  services  that 
are  provided  vary  significantly  from 
institution  to  institution.  There  are  some 
skilled  nursing  facilities  that  you  would 
not  be  able  to  tell  from  a  hospital.  They 
do  telemetry,  bronchoscopy,  minor  cut- 
down  procedures — a  lot  of  different 
things  you  would  never  imagine  in  a 
SNF.  Others  are  more  traditional  facil- 
ities. So.  respiratory  therapists  are  tech- 
nically prepared  to  go  into  postacute- 
care  settings;  however,  postacute  care 


is  a  very  independent  area  for  respi- 
ratory therapists.  Normally,  they  are 
required  to  be  independent  thinkers 
within  a  particular  facility,  and  so,  lead- 
ership skills,  time-management  skills, 
and  just  general  management  skills  are 
also  something  that  are  important  for 
our  therapists  in  postacute  care — for 
technicians  and  for  therapists.  Tech- 
nicians. I  think,  certainly  have  a  sig- 
nificant role  to  play  in  postacute-care 
services.  But  we  can't  just  stop  at  the 
technical  aspect  of  respiratory  therapy. 

Giordano:  Looking  ahead  to  the  changes 
coming  down  the  road  with  prospective 
payment  certainly  on  the  horizon  for 
postacute  as  well  as  home  settings,  it 
appears  that  the  same  imperatives  will 
pop  up  in  postacute  care  facilities  as  have 
occurred  w  ith  hospitals  because  of  pros- 
pecti\e  payment.  So,  do  you  see  that  as 
an  opportunity  for  respiratory  care  prac- 
titioners to  provide  protocols  and  get  into 
the  utilization  thing,  be  more  involved 
with  discharge  planning? 

Cornish:  Yes.  Health  care  reform  is 
going  to  have  several  significant 
changes,  for  ancillaries,  particularly 
because  ancillaries  are  a  large  focus  of 
health  care  reform.  Reform  initiatives 
include  bundling  of  all  ancillary  sei-vices, 
making  facilities  responsible  for  billing 
Part  A  and  Part  B  services  (Medicare) 
are  two  examples  of  initiatives  that 
would  significantly  change  the  deliver>' 
of  therapy  in  SNFs.  Most  SNFs  now 
don't  bill  Part  B.  which  is  a  large  part 
of  the  fraud  problem.  I  think  it  may  cre- 
ate opportunities  for  therapists  because 
more  nursing  facilities  will  have  the 
impetus  not  only  to  have  respiratorv'  ther- 
apists in  their  SNFs.  but  also  the  con- 
tracting mechanisms  may  diminish  sig- 
nificantly not  for  just  respiratory;  but  for 
PT,  OT,  and  ST  if  these  services  are  bun- 
dled or  capped.  Right  now  SNFs  are 
encouraged,  financially,  to  contract. 
Even  though  it's  more  expensive,  they 
get  paid  for  that  expense.  If  bundling 
takes  place.  I  think  it  will  be  interesting 
to  see  what  effect  that  has  on  the  whole 
transfer  agreement  issue.  My  opinion  is 


the  use  of  the  contract  service  agreement, 
be  it  for  respiratory  therapy  or  other 
ancillaries,  will  change  significantl} 
because  nursing  homes  will  probably 
end  hiring  therapists  directly,  if  the\'  need 
them.  In  all  of  the  aspects  that  I  just 
talked  about  earlier — of  managed  care 
and  patient  care  and  some  of  the  oth- 
ers— I  think  respirator)  therapists  clearly 
can  be  leaders,  if  they  are  well  prepared 
in  the  other  ways  that  we  have  discussed. 
It  is  the  regulatory  and  the  financial 
aspects  that  most  respiratory  therapists 
do  not  understand,  so  they  don't  under- 
stand their  ow  n  ability  to  infiuence  the 
facilities  and  processes. 

Walton:  If  Medicare  reimburses  on  cost, 
what  is  all  this  talk  about  people  prof- 
iting from  respiratory  care  in  SNFs? 
Medicare  believes  it's  paying  its  fair  part 
of  these  costs  in  a  hospital-based  or  free- 
standing SNF.  But.  again,  it's  the  allo- 
cation methods  that  really  add  benefit. 
A  lot  of  the  indirect  expenses  of  the  insti- 
tution that  are  not  reimbursed  by  other 
payers  can  be  fed  into  these  hospital- 
based  units  or  free-standing  facilities. 
Providers  are  looking  at  the  advantages, 
saying,  "Well  now,  I  can  allocate  part 
of  my  electrical  bill,  housekeeping  ser- 
vices, and  general  administration  into 
this  section  of  the  building  and  be  reim- 
bursed by  Medicare  for  part  of  it."  E\en 
though  I'm  not  "making  a  profit"  in  the 
pure  sense  of  the  term,  I  am  pushing 
some  of  my  costs  that  would  not  oth- 
erwise be  reimbursed.  I'd  also  like  to 
comment  on  your  information  about 
fraud  and  abuse.  We  need  to  send  out 
the  message  through  this  conference  and 
other  forums  that  we  must  make  sure 
that  respiratory  care  arrangements  in 
these  settings  are  appropriate  and  in 
order.  I'd  also  like  to  warn  that  it  is  a 
shortsighted  management  style  that 
seeks  only  quick  "profit  taking."  I  think 
that  we  have  an  ethical  responsibility  to 
our  organizations,  not  only  concerning 
Medicare  fraud  and  abuse,  but  even  to 
the  insurance  industry.  The  value  we 
provide  as  professionals  is  that  we  can 
move  these  patients  appropriately  to 
postacute  sites,  provide  care  that  is  as 
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good,  if  not  better  in  some  circumstances 
and  at  a  reduced  cost  to  the  entire  sys- 
tem. I  thiniv  that  is  going  to  be  the  next 
ie\  el  of  outcome  measurement. 

Cornish:  That's  true.  I  think  the  chal- 
lenge for  postacute  care  as  an  industry 
is  to  quantify  that.  Right  now,  as  I  know 
you  know,  John  (Walton),  there  are  very 
little  data  out  there  that  substantiate  or 
quantify  any  of  these  comments,  but  I 
totally  concur  with  you. 

Mathews:  I  was  interested  in  your  con- 
tinuum of  care.  Pat  (Dunne)  and  Dave 
Pierson  developed  one  of  those  in  St 
Petersburg  several  years  ago  at  one  of 
these  conferences.'  that  looked  remark- 
ably like  the  one  you  showed.'  One  of 
the  problems  that  we  identified  during 
that  discussion  was  there  is  no  way  to 
move  back  into  anything  but  the  acute 
care  hospital.  In  other  words,  if  I  am 
homebound  and  I  really  need  to  be  back 
in  a  subacute  care  facility,  I  have  to  go 
back  through  the  acute  care  system  to 
do  that.  Do  you  see  anything  in  the  way 
of  curing  that  problem? 
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Cornish:  You  are  talking  about  the  3- 
day  qualifying  stay,  particularly  in 
Medicare/Medicaid  risk,  which  pro- 
vides some  interesting  opportunities 
for  skilled  nursing  providers.  Right 
now  Medicare  has  in  essence  "shot 
themselves  in  the  foot'  as  far  as  this 
3-day  qualifying  stay  is  concerned  be- 
cause it  mandates  an  expensive  acute 
care  stay  when  a  less  costly  SNF  direct 
admit  could  be  possible.  In  those  areas 
where  capitation  or  Medicaid/Medi- 
care  risk  contracting  is  prevalent,  the 
rules  change.  As  far  as  the  need  for  a 
3-day  qualifying  stay — many  of  our 
clients  do  direct  ER  (emergency  room) 
admissions  into  their  subacute  units. 
With  a  direct  admission  that  has  a 
known  diagnosis  of  COPD  or  asthma, 
there  is  no  need  for  that  person  to  be 
admitted  into  the  hospital.  They  go 
directly  to  a  subacute  care  facility  or 
a  SNF  or  wherever  their  protocols  in- 
dicate is  appropriate.  They  go  directly 
there,  and  there's  no  need  for  that  per- 
son to  go  back  to  acute  care  for  that 
initial  intervention. 

Mathews:  That's  a  quantum  leap  in 
care,  I  think.  Our  program  has  about  30 
graduates  a  year.  Over  the  last  3  years, 
we've  seen  about  a  10%  rise  each  vear 


in  placement  of  graduates  as  first  em- 
ployers of  record  into  postacute  care. 
Of  our  graduates  this  year,  roughly  50% 
went  directly  into  postacute-care  set- 
tings. Also,  within  our  curriculum  we 
rotate  our  students  through  two  posta- 
cute care  facilities,  subacute  care  facil- 
ities, and  a  nursing  home.  In  their  senior 
year,  as  part  of  our  home  care  and  rehab 
rotation,  they  spend  at  least  a  month  in 
one  of  two  subacute  care  facilities  and 
then.  I  think,  2  or  3  weeks  in  the  nurs- 
ing home,  a  SNF. 

Cornish:  I've  encouraged  this  in  other 
educational  programs  that  I've  been 
involved  with,  that  at  minimum,  we  get 
clinical  rotations  in  multiple  postacute- 
care  settings.  Clinical  rotations  help  pre- 
pare people  for  a  particular  environment. 
They  need  a  real  understanding  of  the 
regulatory  issues,  just  as  they  need  to 
understand  the  regulatory  issues  in  acute 
care.  They  need  to  understiuid  their  roles 
and  responsibilities  within  a  specific 
licensure  setting. 

Mathews:  Exactly.  It  comes  back  to  the 
same  question.  Where  are  you  going  to 
put  it  in  tlie  cuniculum,  and  what  are  you 
going  to  drop  to  do  that?  We  have  a 
finite  amount  of  time. 
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Introduction 

The  need  for  home  respiratory  care,  now  and  well  into  the 
next  millennium,  is  incontrovertible.  To  state  the  problem  sim- 
ply, the  number  of  patients  afflicted  with  chronic  pulmonary 
disorders  remains  high  while  the  traditional  site  of  provid- 
ing care  to  these  individuals,  the  acute  hospital,  is  increas- 
ingly being  viewed  as  excessively  costly,  highly  inefficient, 
and  overutilized.  As  a  consequence,  patients  suffering  from 
chronic  pulmonary  disorders  will,  by  necessity,  receive  their 
care  in  alternate  settings.  For  many,  the  home  represents  the 
setting  of  choice,  both  for  the  patient  and  for  the  entity  respon- 
sible for  paying  the  bill.  Evidence  has  confirmed  that  a  prop- 
erly coordinated  and  professionally  conducted  progiam  of  pro- 
viding home  respiratory  care  can  result  in  the  sustained 
attainment  of  appropriate  clinical  outcomes  with  no  com- 
promise whatsoever  to  the  health  or  well-being  of  the  patient.'  - 
But,  the  consistent  attainment  of  optimum  home  care  outcomes 
does  not  just  happen.  Rather,  it  is  the  result  of  a  series  of  intel- 
ligent efforts  carried  out  by  a  cadre  of  dedicated  and  knowi- 
edgable  practitioners.  Given  the  profound  alteration  to  the  eco- 
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noinics  of  health  care  delivery  that  has  accompanied  the  rise 
of  managed  care,  it  is  essential  that  respiratory  care  practi- 
tioners (RCPs)  employed  in  the  home  care  setting  recognize 
and  appreciate  the  challenges  before  them. 

Why  Home  Health  Care? 

As  1  have  previously  described  in  this  Journal,  the  provi- 
sion of  medical  care  in  the  home  setting  has  a  long  and  rich 
histoiy  in  the  U.S.'  Although  the  early  origins  of  home  health 
care  were  motivated  more  by  philanthiopic  considerations  and 
concerns  about  spiritual  well-being,  home  health  care  today 
has  evolved  into  an  important  and  "bullish"  business.  The  entire 
U.S.  home  care  miu-ket.  growing  at  a  compounded  annual  rate 
of  15.8%.  is  expected  to  top  $63  billion  by  the  end  of  the 
decade.-*  In  particular,  annual  expenditures  for  the  home  res- 
piratory care  segment  alone  are  estimated  to  be  SI  .45  billion, 
with  many  feeling  that  by  1999  the  nuuket  could  swell  to  more 
than  $2.07  billion  per  year.-^  Such  growth  did  not  come  by  acci- 
dent nor  will  the  growth  forecasted  be  realized  by  accident. 
Compelling  reasons  diive  the  contuuied  deniiuid  for  home  health 
care  in  general  and  home  respiratory  care  in  partictilar. 

As  an  example,  it  has  been  repeatedly  demonstrated  that 
home  respiratory  caie  provides  a  favorable  cost-benetit  ratio 
over  more  traditional  institutional-based  care.*'"  Although 
studies  vai7  in  suggesting  the  exact  amounts  that  can  be  saved 
with  home  respiratory  care,  it  is  not  unreasonable  to  suggest 
that  up  to  10  weeks  of  home  respiratory  care  could  be  pur- 
chased with  what  it  currently  costs  for  I  day  of  acute  hos- 
pital care!  If  we  realize  that  patients  afflicted  with  chronic 
pulmonary  diseases  are  high  users  of  acute  care  services,  the 
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potential  for  overall  savings  that  could  be  realized  through 
a  more  aggressive  utilization  of  Ikmik'  respiratory  care  are 
formidable  indeed. 

A  second  reason  for  the  growth  of  home  health  care  in  gen- 
era! and  home  respiratoiT  care  in  particular  rests  u  ith  the  broad- 
based  consumer  appeal  of  home  care.  When  patients  receiv- 
ing home  care  have  been  presented  with  the  option,  they  have 
repeatedly  indicated  their  preference  to  remain  in  the  safety, 
security,  and  comfort  of  their  home"  ("Home  is  where  the 
heart  is").  Moreover,  I  have  observed  that  some  patients  fear 
admission  to  an  acute  hospital  for  a  \ariety  of  reasons.  As  con- 
sumers are  increasingly  encouraged  to  become  more  active 
in  the  management  of  their  medical  conditions.  I  believe  that 
the  positive  psychosocial  aspects  of  home  care  are  certain  to 
become  more  widespread. 

Another  compelling  argument  fueling  considerable  inter- 
est in  home  care  suirounds  clearly  discernible  demographic 
trends.'-"  The  growing  number  of  older  Americans  translates 
to  a  growing  number  of  patients  afflicted  with  chronic  med- 
ical conditions,  some  of  which  are  clearly  respiratory-related. 
Moreo\'er,  because  the  elderly,  as  a  group,  iU'e  now  recognized 
as  the  largest  consumers  of  health  care  resources,  increasing 
this  segment  of  the  population  will  only  increase  health  care 
resource  consumption.  With  the  concern  o\  er  the  high  costs 
of  acute  care,  the  home  setting  becomes  a  logical  alternative 
for  pro\iding  care  to  this  expanding  patient  population. 

Finally,  epidemiologic  data  are  compelling  in  temis  of  the 
incidence  and  prevalence  of  chronic  pulmonary  disease  in  our 
society.  Chronic  obstructive  pulmonary  disease  (COPD), 
asthma,  sleep  disorders,  and  infectious  pneumonias  secondaiy 
to  HIV/AIDS  are  all  on  the  increase.''*'^  The  traditional 
approach  of  waiting  for  episodes  of  acute  exacerbation  and 
then  seeking  intensive  care  in  an  acute  hospital  is  no  longer 
viewed  as  the  most  cost-effective  strategy.  A  well-coordinated 
and  appropriately  implemented  home  respiratory  care  regi- 
men in  which  the  signs  and  symptoms  of  the  chronic  condition 
are  effectively  managed  is  being  recognized  as  a  more  log- 
ical approach. 

It  is.  therefore,  clear  to  nie  that  the  need  and  demand  for 
home  respiratory  care  will  not  abate.  Instead,  myriad,  inter- 
related forces  will  continue  to  fuel  the  demand  for  this  highly 
cost-effective  and  patient-preferred  alternaii\e  to  more  tra- 
ditional care  lendeicd  in  the  acute  hospital  setting. 

Forecasting  Home  Health  Care  Needs 

Since  the  mid-197()s  when  the  home  health  care  industry 
emerged  as  an  accepted  complement  to  episodes  of  acute  hos- 
pitalization, utilization  and  subsequent  growth  was  promoted 
in  great  measure  by  the  untiring  efforts  of  industry  advocates. 
Home  care  companies  were  \  iewed  as  sound  investments,  and 
the  industry  in  general  flourished  as  returns  on  investments 
more  than  exceeded  expectations."*  The  fact  that  providing 
health  care  services  in  the  home  also  appealed  to  consumers 


and  third-party  payers  alike  made  home  health  care  "good  busi- 
ness" in  more  than  one  sense. 

In  the  past,  sales  and  marketing  efforts  undertaken  b\  the 
home  health  ciire  industry  tended  to  focus  almost  exclusi\  ely 
on  the  acute  hospital.  The  primary  tiuget  w  as  the  patient  being 
readied  for  discharge — especially  the  patient  requiring  con- 
tinuing care  following  discharge.  Virtually  any  hospital-based 
practitioner  basing  any  responsibility  or  involvement  what- 
soever in  the  discharge  planning  process  was  certain  to  receive 
many  visits  from  representatives  of  local  home  care  comp;tnies. 
Creative  and  imaginative  relationships  were  established 
between  hospitals,  physician  groups.  ;uid  home  care  compiinies, 
the  majority  of  which  were  subsequently  declared  to  be  in  direct 
violation  of  federal  law.  irrespective  of  the  original  noble  inten- 
tions of  the  parties  involved.''' 

Formulas  were  developed  to  help  forecast  the  volume  of 
potential  refen-als  from  an  acute  care  facility.  Let  me  present 
some  hypothetical  but  probably  realistic  figures  from  my  own 
experiences  (Fig.  1 ).  For  example,  the  number  of  annual  dis- 
charges of  a  typical  acute-care  general  hospital  can  be  cal- 
culated by  multiplying  the  annual  number  of  admissions  by 
98%  (eg,  25,000  annual  admissions  would  translate  to  24,5(X) 
discharges).  Next,  the  total  number  of  potential  candidates 
for  home  health  c;ue  sen  ices  can  be  estimated  by  multiplying 
the  annual  number  of  discharges  by  12%  (24,500  x  0. 12  = 
2.940  candidates  for  home  health  care).  The  final  step  is  to 
determine  the  type  of  home  health  care  services  these  "can- 
didates" w  ould  utilize,  again  using  certain  assumptions.  In  my 
example,  1.470  discharged  patients  (2.940  x  0.50)  would  be 
candidates  to  receive  one  or  more  in-home  intemiittent  skilled 
nursing  or  rehabilitative  visits  through  a  home  health  agency. 
Of  all  patients  discharged.  588  (2.940  x  0.20)  would  be  viewed 
as  candidates  to  receive  some  fonn  of  home  infusion  therapy. 
Finally.  882  discharged  patients  (2.940  x  0.30)  ostensibly  would 
hav  e  a  need  to  receiv  e  some  item  of  home  medical  or  respi- 
ratory therapy  equipment.  This  20% -30% -50%  distribution 
has  been  predicated  on  an  acute-care  general  hospital's  being 
iv'pical  in  terms  of  the  scope  of  medical-surgical  services 
offered,  average  length  of  stay,  and  payer  mix. 


A. 

Annual  Number  of  Admissions 

25.000 

B. 

Annual  Number  of  Discharges 

24.500  (98%  of  A) 

C, 

Total  "Candidates"  for  Home  Care 

2,940  (12%  of  B) 

D. 

Type  of  Home  Care  Sen/ices 

Number  for  Home  Health 

1 ,470  (50%  of  C) 

Number  for  HIV1E-RT  Services 

882  (30%  of  C) 

Number  for  Home  Infusion  Therapy 

588  (20%  Of  C) 

Fig.  1 .  Hypothetical  estimate  of  the  number  of  home  care  referrals 
from  an  acute-care  general  hospital. 


It  is  important  to  note  that  as  a  direct  result  of  the  momen- 
tous growth  in  managed  care  in  recent  years,  most  acute  hos- 
pitals have  been  witnessing  marked,  important  change  in  their 
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traditional  payer  mix.  The  number  of  patients  having  their 
health  care  services  reimbursed  under  indemnity  based  fee- 
for-service  health  plans  (both  governmental  and  private)  are 
steadily  declining  and  being  replaced  with  capitated,  prepaid 
per  capita  reimbursement  models.  This  shift  drastically  alters 
the  conventional  manner  by  which  the  number  of  home  health 
care  candidate-patients  being  discharged  from  an  acute  hos- 
pital is  calculated.  At  the  same  time,  however,  managed  care 
has  resulted  in  concentrated  efforts  to  discharge  patients  sooner 
(and  in  most  instances  sicker)  than  was  the  case  when  indem- 
nity based  fee-for-service  was  the  dominant  reimbursement 
model.  One  then  can  easily  surmise  that  the  number  of  dis- 
charged patients  in  need  of  home  health  care  should  actu- 
ally increase  under  managed  care.  This  is  certainly  the  case 
for  the  increasing  number  of  patients  afflicted  with  chronic 
pulmonary  diseases  who  would  clearly  benefit  from  home 
respiratory  care  because  they  are  being  discharged  sooner 
than  before.  Moreover,  under  managed  care,  there  are  now 
incentives  at  work  not  only  to  reduce  lengths  of  stay  but,  in 
some  cases,  to  actually  forestall  admission  to  an  acute  hos- 
pital in  the  first  place.  Hence,  refeiTal  sources  for  home  care 
now  transcend  hospital-based  practitioners.  Newer  players, 
such  as  case  managers  and  utilization  review  practitioners, 
many  of  whom  never  set  foot  in  a  hospital,  are  emerging  as 
influential  decision-makers  with  respect  to  authorizing  home 
health  care  services.-" 


Individuals  afflicted  with  obstructive  sleep  apnea  (OSA) 
represent  still  another  patient  population  ideally  suited  for  home 
respiratory  care.  It  is  estimated  that  there  may  be  as  many  as 
20  million  Americans  suffering  from  this  life-threatening  dis- 
order.'^-'' OSA  has  been  associated  with  he;ul  attacks  and 
strokes  and  has  been  identified  as  the  cause  of  nearly  40,000 
cardiovascular-related  deaths  annually  in  the  United  States.-** 
The  application  of  continuous  positive  airway  pressure  (CPAP) 
to  provide  for  pneumatic  splinting  of  the  upper  airway  dur- 
ing sleep  is  now  recognized  as  a  meaningful  therapeutic  inter- 
vention when  used  at  pressure  levels  determined  during  an 
attended  polysomnogram. 

Finally,  selected  patients  suffering  from  chronic  ventila- 
tory insufficiency  and  those  afflicted  with  chronic  ventilatory 
failure  may  benefit,  under  certidn  conditions  luid  circumstiuices, 
from  home  respiratory  care.  Noninvasive  intermittent  pos- 
itive pressure  ventilation  (NIPPV)  is  becoming  increasingly 
popular  and  newer  generations  of  patient  interfaces  ai'e  prov- 
ing to  be  especially  useful  during  daytime  and  nocturnal  appli- 
cations.'" More  conventional  mechanical  ventilation  via  a  tra- 
cheostomy is  also  available  for  in-home  use  when  the  home 
care  provider  is  fully  committed  and  equipped  to  undertake 
this  serious  endeavor." '- 

Traditional  Reimbursement  for 
Home  Respiratory  Care 


Patient  Populations  for  Home  Respiratory  Care 

Individuals  especially  suited  for  having  their  long-temi  med- 
ical conditions  managed  in  the  home  setting  are  those  afflicted 
with  chronic  pulmonary  diseases.  Clinical  studies  now  unequiv- 
ocally confirm  that  patients  who  sustain  chronic  ailerial  oxy- 
gen desamration  secondary  to  parenchymal  destruction,  either 
at  rest  or  during  periods  of  exercise,  experience  positive  clin- 
ical benefits  from  a  regimen  of  supplemental  domiciliary  oxy- 
gen therapy.-'  -■' 

Patients  with  reversible  airways  disease  who  are  likewise 
predisposed  to  inflammation,  secondary  to  bronchial  hyper- 
reactivity, have  been  shown  to  respond  favorably  to  the  admin- 
istration of  selected  aerosolized  bronchoactive  pharmaco- 
logic agents  with  a  small-volume  nebulizer,-"'  although 
guidelines  published  by  the  American  Association  for  Res- 
piratory Care  ( AARC)-''  and  the  National  Association  for  Med- 
ical Direction  of  Respiratory  Care  (NAMDRC)"  now  rec- 
ommend that  a  metered  dose  inhaler  (MDl)  with  reservoir 
chamber  is  the  preferred  mode  for  the  administration  of  these 
medications  for  patients  outside  of  the  hospital.  Those  rec- 
ommendations notwithstanding,  I  have  observed  that  the 
administration  of  aerosol  therapy  with  the  use  of  small-vol- 
ume nebulizers  in  conjunction  with  either  electrically  pow- 
ered compressors  or  new  battery-operated  ultrasonic  devices 
remains  an  important  component  in  the  management  of 
reversible  airways  disease. 


Providers  of  home  respiratory  caie  in  general  are  reimbursed 
by  third-party  payers  only  for  the  sale  or  rental  of  the  equip- 
ment that  is  furnished  to  the  patient.  In  this  regard,  the  major- 
ity of  private  health  plans  tend  to  follow  closely  the  reim- 
bursement mechanism  promulgated  by  the  Medicare  Part  B 
Program.  Equipment,  accessories,  and  supplies  used  to  pro- 
vide home  respiratory  care  are  classified  as  "legend'  devices 
by  the  United  States  Food  and  Drug  Administration  (FDA) 
(that  is,  these  devices  can  only  be  dispensed  on  written  pre- 
scription by  a  licensed  physician).  Although  the  presence  or 
use  of  complex  medical  equipment  in  the  home  could  pose 
a  significant  health  and  safety  risk,  providers  of  home  res- 
piratory equipment  minimize  this  risk  by  retaining  the  ser- 
vices of  qualified  RCPs  to  demonstrate  and  instruct  on  the 
safe  and  proper  use  of  the  prescribed  equipment.  As  part  of 
this  education  and  training  process,  home  care  RCPs  often 
conduct  one  or  more  assessments  to  ensure  that  the  prescribed 
equipment  is  indeed  appropriate  for  the  patient  and  that  the 
home  environment  does  not  constitute  a  further  hazaid  in  terms 
of  equipment  operation  and  use.  A  regrettable  fact  of  the  indem- 
nity based  fee-for-service  model  of  reimbursement  is  that  the 
professional  components  provided  by  home  care  RCPs  have 
not  been  recognized  as  legitimate  reimbursable  visits.''-'" 
Accordingly,  providers  of  home  respiratory  care  equipment 
sei-vices  have  had  to  absorb  the  expenses  associated  with  pro- 
viding initial  and  follow-up  home  visits  by  RCP  professionals. 
Given  the  current  climate  of  cost-containment  coupled  with 
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the  federal  government's  preoccupation  with  reducing  cur- 
rent levels  of  Medicare  Part  B  spending,  one  must  seriously 
question  the  impact  further  draconian  cuts  in  reimbursement 
rates  for  home  respiratory  equipment  will  have  on  the  avail- 
ability and  access  of  professionally  trained  home  care  RCPs. 

Professional  Services  Provided  by  Home  Care  RCPs 

Until  reimbursemeiu  models  for  home  respiratory  care  ser- 
vices change,  providers  of  these  services  will  be  challenged 
to  develop  cost-effective  alternatives  in  order  to  adapt  to  pro- 
posed reductions  in  monthly  rental  revenues.  At  first  glance. 
the  most  obvious  choice  might  be  simply  to  "downsize"  and 
reduce  the  number  of  RCPs  on  staff  After  all.  RCPs  do  rep- 
resent an  expensive  overhead  although  in  past  years  when 
reimbursement  rates  were  higher,  such  overhead  was  easily 
supported  by  the  provider  company.  As  monthly  payment 
rates  for  equipment  rental  arc  reduced  as  a  consequence  of 
federal  budget  cutting  and  deficit  reduction  efforts,  and  as 
such  reductions  become  the  benchmiuk  for  piivate  health  plans 
to  seek  further  discounts,  there  are  those  who  argue  that  the 
future  for  the  home  care  RCP  is  bleak  indeed.  However.  1 
believe  that  the  economic  dynamics  accompanying  the  spread 
of  managed  care  coupled  \\\lh  the  concunent  decline  of  sup- 
port for  the  traditional  indemnity  based  fee-for- .service  reim- 
bursement methodology  portend  exciting  possibilities  for  home 
care  RCPs. 

Under  traditional  fee-for-service  thinking,  one  is  condi- 
tioned to  focus  on  the  number  of  encounters — the  more  patient 
encounters  over  a  given  period  of  time,  the  belter.  Under  cap- 
itation, however,  one  is  conditioned  (and  the  appropriate  incen- 
tives are  in  place)  to  think  about  fewer  patient  encounters.  As 
a  consequence,  patients  themselves,  especially  tho.se  suffering 
ftxjm  chronic  medical  conditions,  are  expected  to  exercise  some 
degree  of  restraint  over  decisions  to  seek  health  care  services, 
and,  as  a  corollary,  to  assume  a  greater  degree  of  responsi- 
bility for  managing  certain  aspects  of  their  condition.  For 
patients  with  chronic  pulmonary  diseases,  Make,'^  expand- 
ing on  the  work  of  Hindi-Alexander  et  al,'"  describes  this  con- 
cept as  "'collaborative  self-management"  and  cogently  argues 
that  collaborative  self-management  should  he  a  part  of  evei^ 
home  visit  performed  by  RCPs. 

According  to  Make,'''  the  principle  of  patient  autonomy 
underlies  the  concept  of  collaborative  self-management.  In 
this  context,  autonomy  denotes  the  right  of  patients  with 
chronic  medical  conditions  to  make  their  own  decisions 
regarding  health  care.  However,  such  decisions  should  he 
made  in  accord  with  the  attending  physician  and  the  prescribeti 
regimen  of  care.  Patients  actively  involved  in  co-managing 
their  chronic  pulmonary  disease  with  their  physician  gain 
confidence  in  their  ability  to  make  appropriate  decisions 
regarding  their  particular  condition.  Make  argues  that  RCPs. 
especially  those  wcirking  in  home  care,  are  in  a  unit|ue  posi- 
tion to  enhance  collaborative  self-manacemcni.  I  believe  that 


under  managed  care  the  promotion  and  implementation  of 
the  concept  of  collaborative  self-management  should  be 
viewed  as  the  primary  activity  for  RCPs  involved  in  home 
respiratory  care. 

There  are  four  elements  associated  with  the  promotion  and 
implementation  of  successful  collaborative  self-management: 
( I )  initial  and  ongoing  assessments,  (2)  patient-caregiver  edu- 
cation and  training,  (3)  follow-up  home  visits,  and  (4)  con- 
sultative services. 

Initial  assessments  are  used  to  establish  that  the  respira- 
tory therapy  equipment  being  prescribed  is  indeed  appropriate 
for  the  patient's  condition  and.  equally  importaiU.  that  the 
patient  is  capable  of  continually  self-administering  treatment 
according  to  the  physician's  prescription.""*  An  evaluation 
of  the  home  should  likewise  be  performed  to  determine  the 
appropriateness  of  the  environment  for  placement  and  access 
to  the  equipment,  power  sources,  and  cleaning-disinfecting 
procedures.''''"'  Information  collected  during  the  initial  assess- 
ment will  in  turn  be  used  by  the  RCP  to  formulate  a  coordi- 
nated plan  or  program  (ie.  the  home  respiratory  care  plan)  to 
pursue  collaborative  self-management. 

Perhaps  the  most  important  function  pertbrmed  by  the  RCP 
is  that  of  patient-caregiver  educator  and  trainer.^'"*-  Patients 
and  their  caregivers  must  be  taught  safe  and  proper  equipment 
and  medication  use  and  storage,  methods  for  perfonning  rou- 
tine preventive  maintenance  and  emergency  troubleshooting 
on  complex  respiratory  equipment,  infection  control  proce- 
dures, and  ways  to  recognize  and  control  the  signs  and  symp- 
toms associated  with  their  medical  condition.  Follow-up  home 
visits,  conducted  on  a  regularly  scheduled  basis  and  at  inter- 
vals appropriate  to  the  degree  of  patient  cooperation  and  adher- 
ence to  the  home  respiratory  care  plan,  enable  the  home  care 
RCP  to  document  patient  progress,  or  lack  thereof  as  the  case 
may  be. 

The  fourth  element,  that  of  serving  as  a  consultative 
resource,  enables  the  home  care  RCP  to  function  as  a  liaison 
between  patients  and  their  physicians.  Changes  to  the  home 
respiratory  care  plan  can  be  recommended  and  made  based 
on  the  degree  to  which  predetermined  goals  and  outcomes  are 
being  attained.  With  the  patient  acting  as  a  willing  and  active 
stakeholder  as  a  result  of  collaborative  self-management,  home 
care  RCPs  will  be  in  a  unique  position  to  help  patients  con- 
trol their  utilization  of  institutional-based  health  care  services. 

Demand  &  Disease  Management 

Home  care  RCPs  emerge  as  a  \  iable  force  in  the  all-impor- 
tant quest  of  improving  the  quality  of  life  of  those  afflicted 
v\  ith  major  chronic  medical  conditions  while  reducing  the 
demand  and  need  for  the  unnecessaiT  consumption  of  health 
ciue  resources,  a  concept  now  known  as  demand  management."" 

The  piimary  focus  of  demand  management  is  to  curtail  the 
demand  for  costly  health  c;ire  .sen  ices  by  contfolling  utilization 
and  thereby  reducing  expenditures.  Because  health  care  ser- 
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vices  rendered  in  an  acute-care  hospital  account  for  as  much 
as  407f  of  total  health  care  costs,  it  makes  sense  to  focus  efforts 
in  this  area,  especially  emergency  room  visits.  For  patients 
with  chronic  pulmonary  diseases,  this  translates  to  prolonging 
periods  of  relatively  good  health  by  encouraging  continued 
adherence  with  physician  orders  and  speeding  recovery  dur- 
ing an  exacerbation.  Demand  management  works  best  when 
all  elements  of  a  patient's  chronic  medical  condition  are 
addressed.  Evidence  is  beginning  to  emerge  that  the  concept 
of  disease  management  represents  an  important  strategy  to 
control  the  demand  for  costly  health  care  resources."*^ 

Disease  management  is  a  comprehensive,  integrated 
approach  to  providing  care  and  reimbursement  based  upon 
the  natural  course  of  a  disea.se,  w  ith  treatments  and  interventions 
designed  to  address  the  illness  by  maximizing  the  effectiveness 
and  efficiency  of  care  delivery.  With  disease  management, 
the  emphasis  is  on  prevention  or.  when  necessaiy.  aggressive 
clinical  intervention  when  and  where  it  will  have  the  great- 
est impact.  To  accomplish  this  end,  it  is  necessary  initially 
to  assess  each  patient  in  terms  of  risk  and  predisposition  to 
clinical  deterioration.  Continuing  care  regimens  are  established 
and  implemented  to  reduce  the  incidence,  frequency,  and  sever- 
ity of  clinical  setbacks.  Under  a  collaboration  between  the 
physician,  patient-caregiver,  and  RCP,  the  meaningful  man- 
agement of  chronic  pulmonary  diseases  is  possible  with  no 
compromise  of  the  quality  of  care  or  of  access  to  needed  care. 
Home  care  RCPs  are  especially  suited  to  the  task  of  disease 
management  by  virtue  of  their  acknowledged  expertise  as 
patient-caregiver  educators  and  their  ability  to  assess  and  quan- 
tify responses  to  prescribed  therapy. -"^ 

Skills  Required  for  Success  in  Home  Respiratory  Care 

1  believe  that  RCPs  successful  in  the  home  care  setting 
in  the  future  will  be  those  able  to  recognize  and  adapt  to  the 
pervasive  changes  accompanying  inarket-driven  health  care 
reform.  Perhaps  one  of  the  biggest  challenges  will  be  to  rec- 
ognize the  subtle  yet  growing  trend  to  shift  financial  risk  from 
health  plans  onto  the  shoulders  of  providers.  Under  indem- 
nity-based fee-for-service  thinking,  providers  of  health  care 
services  are,  for  all  intents  and  purposes,  insulated  from  any 
degree  of  financial  risk.  However,  such  is  not  the  case  with 
managed  care,  especially  under  capitation.  The  aim  of  man- 
aged care  is  to  transfer  responsibility  for  utilization  (and  reim- 
bursement) of  health  care  services  to  the  providers.""'  This 
effectively  places  those  who  prescribe  and  authorize  care  or 
services  in  a  position  to  measure  the  total  impact  of  utilization 
in  clinical  and  in  financial  terms.  Home  care  RCPs  who 
demonstrate  their  understanding  of  who  is  at  financial  risk 
and  then  practice  in  a  manner  that  helps  minimize  risk  w  ill 
be  viewed  as  valuable  assets  in  the  eyes  of  hospital  and  physi- 
cian-provider groups. 

Successful  home  care  RCPs  will  also  feel  comfortable  proac- 
tively  promoting  to  other  providers,  including  case  managers. 


the  cost  benefits  of  home  care  in  general  and  disease  man- 
agement in  particular.  With  the  growing  acceptance  of  tran- 
sitional care  and  the  advantages  attendant,  financial  and  oth- 
erwise, to  moving  a  patient  across  the  health  care  continuum 
from  most  costly  to  least  costly  care  setting,  home  care  RCPs 
have  an  important  story  to  tell.-*^  I  believe  that  the  favorable 
cost  benefits  associated  with  coordinated  home  respiratory 
care  plans  for  patients  who  would  otherwise  be  high  users  of 
expensive  resources  will  sooner  or  later  be  recognized — and 
probably  sooner  rather  than  later. 

Technical  skills  and  abilities  remain  important,  but,  in  light 
of  the  changes  accompanying  managed  care  and  the  grow- 
ing interest  in  disease  management,  patient  education  and  train- 
ing is  clearly  one  of  the  most  important  skills  that  the  successful 
home  ciue  RCP  w  ill  require.""  ■*-  Eliciting  optimum  buy-in  and 
meaningful  collaboration  and  co-management  of  their  disease 
can  only  occur  w  hen  patients  or  their  caregivers  have  a  clear 
knowledge  and  understanding  of  the  important  elements  of 
their  diseases.  This  skill  as  an  educator  and  trainer  is  of 
paiamount  importance,  but  the  successful  home  care  RCP  must 
also  continue  to  exhibit  expertise  in  the  wide  array  of  home 
care  equipment  a\  ailable  in  the  marketplace  and  the  ability 
to  conduct  comprehensive  assessments  and  develop  home  res- 
piratory care  plans."*** 

Summary 

Market-driven  health  care  reform  is  slowly  but  ever-so- 
steadily  accomplishing  what  politicians  and  lawmakers  failed 
to  do  in  the  early  1990s,  I  believe.  The  Nation's  health  care 
deliveiy  system  is  moving  away  from  the  strticmral  foundation 
and  reimbursement  model  that  fostered  overutilization,  overly 
expensive  approaches  to  providing  care,  inefficiency,  and  in 
some  instances,  outright  waste.  Although  total  expenditures 
for  health  care  services  have  soared  past  the  $1  trillion/year 
mark,  the  overall  rate  of  increase  in  health  care  expenditures 
has  slowed  considerably  in  1995  and  1996.^"  There  is  little 
disagreement  that  the  slowdown  in  growth  is  the  direct  result 
of  managed  care.  However,  there  is  also  but  little  disagree- 
ment that  the  changes  ushered  in  under  managed  care  have 
been  difficult  and  hard  to  reconcile.  To  be  sure,  there  remains 
much  uncertainty,  confusion,  disillusionment,  fear,  and  out- 
right hostility  throughout  the  ranks  of  health  care  workers. 
Home  ciue  RCPs  could  easily  succumb  to  such  a  negative  out- 
look. After  all.  if  the  reimbursement  rates  for  the  rental  of  res- 
piiatoi7  therapy  ec|uipment  are  deeply  discounted  under  man- 
aged care,  how  secure  can  one's  job  be'.' 

The  key  is  to  look  to  the  future  and  play  out  the  managed 
cai-e-capitation  scenario  to  the  delivei-y  of  health  care  services. 
There  is  little  doubt  that  changes  will  continue  to  dominate 
health  care  delivery,  but  certain  of  these  changes  will  be  for 
the  better.  For  example,  under  the  traditional  Medicare  Part 
B  reimbursement  methodology  for  home  respiratory  therapy 
equipment,  there  is  virtually  no  chance  that  the  Health  Care 
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Financing  Administration  (HCFA)  will  ever  consider  providing 
reimbursement  for  professional  services  provided  by  an  RCP. 
In  fact,  during  ttie  Competitive  Bidding  Demonstration  Pro- 
ject in  1996,  HCFA  deleted  from  the  service  requirement  spec- 
ifications any  mention  of  the  need  for  the  involvement  of  an 
RCP — this  in  spite  of  tlie  fact  tliat  the  National  Technical  Expert 
Panel  unanimously  recommended  that  winning  bidders  be 
required  to  provide  RCP  follow-up.''"  HCFA's  unwillingness 
to  recognize  reimbursement  for  home  visits  by  RCPs  makes 
the  concept  ofdisea.se  management  unlikely  for  Medicare  ben- 
eficiaries. Such  is  not  the  case  however  for  Medicare  bene- 
ficiaries who  elect  to  forego  traditional  Medicare  benefits  and 
join  a  health  maintenance  organization  (HMO).  In  this  sce- 
nario, the  HMO  actually  has  incentives  to  seriously  consider 
disea.se  management  and  to  'bundle"  it  with  payment  for  home 
respiratory  equipment.  The  sustained  growth  of  managed  care 
may,  in  the  final  analysis,  result  in  the  relegation  of  archaic 
and  timeworn  Medicare  reimbursement  guidelines  for  home 
respiratory  care  to  the  dust  pile  of  history. 

While  a  small  degree  of  change  is  threatening  to  some  and, 
whereas,  profound  change  is  downright  feartui  to  others,  the 
fact  remains  that  major  change  continues  to  be  the  rule  rather 
than  the  exception  in  health  care.  However,  for  a  variety  of 
reasons,  certain  changes  are  for  the  better.  This  is  certainly 
the  case  in  home  respiratory  care,  and  successful  RCPs  in 
the  future  will  be  those  who  recognize  and  take  full  advan- 
tage of  the  opportunities  associated  with  change.  In  the  words 
of  John  F  Kennedy:  "Change  is  the  law  of  life.  And  those 
who  look  only  to  the  past  or  the  present  are  certain  to  miss 
the  future." 
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Discussion 

Doug  Mclntyre:  As  Kevin  (Cornish) 
pointed  out  eai'lier.  we'ie  seeing  a  lot  of 
attack  on  fraud  in  the  postacute-care  set- 
tings: this  is  also  evident  in  the  HME 
(home  medical  equipment)  business. 
Within  the  last  2  or  3  weeks,  a  large 
provider  in  my  area  was  closed.  It  could 
give  us  a  black  eye.  but  fortunately,  the 
owner  was  not  a  therapist. 

Dunne:  The  fraud  and  abuse  issue  in 
home  care  is  a  major  concent.  As  Kevin 
pointed  out,  the  most  visible  cases  to  date 
have  focused  on  home  health  care  agen- 
cies, specifically,  misallocation  of  cer- 
tain expenses  on  the  annual  cost  report 
along  with  an  excessive  number  of  vis- 
its of  questionable  medical  necessity. 
However,  there's  certainly  no  shortage 
of  fraud  and  abuse  in  the  hoine  medical 
equipment  industry — linked  more 
toward  conflicts  of  interest  or  inappro- 
priate financial  an'angements  between 
refeiTal  sources  and  providers.  Let's  face 
it.  There  are  dollars  in  those  home  oxy- 
gen patients!  It  would  also,  perhaps,  be 
linked  to  falsifying  documentation  on 
the  certificate  of  medical  necessity.  But 
you're  absolutely  correct.  We  need  to 
clean  up  all  episodes  of  fraud  and  abuse 
in  all  sites  of  care. 

Cornish:  Just  to  reiterate  a  point  tliat  you 
made,  and  one  that  I  don't  think  I  made 


clearly  enough — the  education  and  train- 
ing and,  particularly,  the  assessnient 
skills  of  the  therapist  that  transcend  the 
medical  aspect  of  patients'  lives  me  tnily 
what  makes  the  distinction  in  the  skill 
set  between  a  therapist  in  home  care, 
subacute  care,  or  postacute  care.  Teach- 
ing and  training  regarding  the  needs  of 
the  patient  with  respect  to  equipment  and 
disease  management  is  important,  hut 
also  being  able  to  think  outside  of  the 
box  of  ti-aditional  respiratory  assessment 
and  to  look  at  all  the  psychosocial 
aspects  of  the  patient's  life  is  important. 

Dunne:  I  liked  the  illustration  used 
yesterday.  I  think  Terry  (Stoller)  did 
it.  about  the  carpenter  accompanying 
a  nurse  on  a  home  visit.  Who  did  that 
presentation'? 

Cornish:  Akui  (Londoii)  talked  about  that. 

Dunne:  Wonderful!  An  environmen- 
tal assessment!  Why  should  home  care 
therapists  be  in  the  business  of  doing 
that'?  Because  it  may  prevent  an  acci- 
dent. Believe  mc.  the  person  respon- 
sible for  risk  management  at  the  man- 
aged care  company  is  going  to  thank 
us  down  the  road  if  we  can  forestall  a 
patient  tumble  because  of  loose  car- 
peting or  unsafe  environment. 

Cornish:  They'll  get  the  check  book 
out  quickly. 


Walton:  I  have  observed  a  common 
theme  this  morning.  The  respiratory 
care  professional  in  all  of  these  settings 
is  going  to  have  some  type  of  (perhaps 
this  is  an  overused  word)  gatekeeper 
function  in  moving  that  patient  at  the 
appropriate  point  from  Dean's  (Hess) 
intensive  care  unit  to.  perhaps.  Lucy's 
(Kester)  nonintensive  care  arena, 
through  Gretchcn's  (Lawrence)  out- 
patient area  and  ultimately  to  extended 
care  and  home  care.  There's  going  to 
be.  I  think,  a  definite  role  for  the  RCP 
in  getting  the  patients  appropriately 
through  our  systems  at  the  appropri- 
ate time  and  to  work  with  others, 
whether  that's  a  managed  care  entity 
or  a  provider-sponsored  network  or  a 
vertically  integrated  local  health  sys- 
tem. Another  thing  that  1  heard  was 
very  disturbing.  The  profession  is  not 
training  its  piaclitioners  for  these  new 
venues,  whether  the  advanced  tech- 
niques in  the  intensive  care  settings  or 
multidisciplinary  skills  in  alternate 
sites.  What  do  you  think  the  solution 
is  here'? 

Dunne:  I  disagree  w ith  those  who  feel 
that  health  care  reform  is  a  zero-sum 
game,  that  when  all  is  said  and  done, 
it  will  be  a  win-win  situation.  I  per- 
sonally feel  that  there  are  going  to  be 
winners  and.  unfortunately,  there  are 
probably  going  to  be  losers.  Those 
who  can't  adapt  or  who  get  busy  think- 
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ing  up  reasons  not  to  change  may  not 
have  a  Job  or  a  place  to  draw  a  pay- 
check in  the  future.  The  professional 
will  adapt  and  will  be  successful. 
Those  who  are  still  reluctant  to  make 
that  change,  to  wake  up  and  "smell  the 
coffee,"  to  see  the  larger  picture,  to 
understand  what  the  institution  is  going 
through,  to  be  in  harnK)ny.  for  exam- 
ple, with  the  mission  of  the  institution 
in  terms  of  "We're  going  to  get  30% 
of  oLir  revenue  in  the  next  2  years  from 
managed  care  contracts.  We're  going 
to  go  out  and  aggressively  seek  those 
contracts.  We're  going  to  go  to  the 
employers  in  our  community  and  try 
to  get  them  to  buy  their  services  from 
us."  The  respiratory  care  department 
management  and  clinical  staff  who 
aren't  in  tune  with  that  message  are 
missing  a  great  opportunity.  And 
what' II  happen  is  one  day  they'll  wake 
up — what's  that  old  saying,  "There  are 
3  types  of  people  in  the  world,  those 
who  make  things  happen,  those  who 
watch  things  happen,  and  those  who 
wake  up  and  say  "What  the  hell  hap- 
pened?"" It  is  important  that  we  at  least 


reach  those  in  the  third  group.  Con- 
ferences such  as  this  and  seminars  con- 
ducted by  the  AARC  and  chartered 
affiliates  addressing  the  need  for 
change  are  certainly  important  and  do 
make  an  impact.  But.  I  regret  to  say. 
there  are  still  those  who  continue  to 
resist  change. 

(iiordano:  1  agree  with  everything  you 
are  saying,  and  I  think  that  what  we're 
facing  is  no  different  from  what's  fac- 
ing providers  in  the  health  care  deliv- 
ery system — to  transition  from  the  old 
fee-for-service  system  (certainly  there's 
going  to  be  a  part  of  the  new  system 
where  you  still  provide  care)  to  being 
more  of  a  care  enabler.  I  like  your 
example  of  what  you  call  collaborative 
patient  care,  but  that  assumes  that  the 
consumer  has  to  make  a  transition,  as 
well.  They  do.  and  they're  beginning 
to  realize  that  they  have  a  responsibility 
for  their  health  or  treatment  of  their  dis- 
ease. Henry  Ford  always  said  "Think- 
ing's the  hardest  thing  that  you  can  do. 
That's  why  relatively  few  people  do 
it."  1  think  that's  what  we  see.  We  see 


people  who  take  comfort  in  not  hav- 
ing to  think  so  much  but  to  be  directed 
to  perform  a  task  and  to  do  it.  and  then 
there"s  an  almost  instant  gratification 
because  the  outcome  is  the  finishing 
of  the  task,  rather  than  the  engaging  in 
a  process.  You  were  talking  about 
demand  engineering  and  disease  man- 
agement. So.  whether  we  like  it  or  not. 
we  have  a  lot  of  people  in  health  care 
right  now  who  really  came  in  under 
false  pretenses,  simply  because  they 
bought  into  health  care  thinking  that 
it  was  going  to  be  a  certain  way,  and 
now  it"s  changed.  Certainly,  the  next 
generation  of  physician,  nurse,  respi- 
ratory therapist,  or  physical  therapist 
won"t  have  these  problems.  It  is  our 
group  that  has  to  make  the  transition. 

Cornish:  Exactly.  Our  organization 
must  try  to  get  a  handle  on  the  numbers 
of  therapists  who  are  actualh  involved 
in  postacute  care  and  bring  to  the  fore- 
front within  our  group  how  prevalent 
nontraditional  acute  care  settings  are  to 
the  careers  of  the  therapists  who  are 
involved  in  the  Association. 


43'^''  International  Convention  &  Exhibition 
December  6-9  •  New  Orleans.  Louisiana 
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Introduction 

The  goal  of  this  paper  is  to  define  the  role  of  the  respira- 
tory care  practitioner  ( RCP)  in  emergency  ciire.'  identify  skills 
currently  in  the  RCP  in\entor>-.  identify  new  skills  that  should 
be  acquired,  and  discuss  the  role  of  therapist-driven  proto- 
cols. Because  of  the  scarcity  of  scientific  evidence  on  this  top- 
ic, we  ha\'e  attempted  a  common  sense  approach  to  these  issues. 
Whenever  possible  actual  clinical  experience  or  preliminary 
data  are  provided.  In  this,  paper  within  the  context  of  emer- 
gency care,  we  include  presence  in  the  emergency  department 
(ED)  and  involvement  in  air  and  ground  transport. 

Emergency  care  of  the  ill  and  injured  revolves  around  the 
ABCs  of  basic  life  support.  Maintenance  and  support  of  the 
airway,  breathing,  and  circulation  are  all  skills  in  the  arsenal 
of  the  RCP.  The  complaints  of  persons  presenting  to  the  ED 
frequently  include  shortness  of  breath,  chest  pain,  and  asthma. 
In  each  of  these  cases,  the  skills  and  knowledge  of  the  RCP 
mesh  well  w  ith  patient  needs. 


Mr  Branson  is  Assistant  Professor  of  Surgery.  University  of  Cincinnati. 
Cincinnati.  Ohio  and  Ms  Meredith  is  Supervisor.  Respiratory  Therapy. 
Depanment  of  Emergency  Nursing  Services.  Division  of  Patient  Care 
Operations.  The  Cleveland  Clinic  Foundation.  Cleveland.  Ohio. 

A  version  of  this  paper  u  as  presented  h\  Mr  Branson  during  the  RESPIRA- 
TORY Care  Journal  Conference  "Emerging  Health  Care  Delivery  Models 
and  Respiratory  Care"  held  m  Canciin.  Mexico.  .August  9-11.  1996. 

Reprints  &  Correspondence:  Richard  D  Branson  RRT.  University  of 
Cincinnati,  Department  of  Surgery.  PO  Box  670558.  Cincinnati  OH 
45267-0558.  Fax  513-558-3747.  e-mail  bransord@UC.edu. 


Prior  to  further  discussion,  we  point  out  that  the  role  of  the 
RCP  in  emergency  care  is  affected  b\  httspital  size,  number 
of  ED  \  isits.  and  RCP  availability.  Although  in  man\  major 
medical  centers  the  assignment  of  an  RCP  solely  to  the  ED 
for  all  shifts  may  make  sound  financial  and  patient-care  sense, 
assignment  of  an  RCP  full-time  to  the  ED  of  a  100-bed  hos- 
pital probably  does  not.  Readers  should  apply  the  informa- 
tion provided  appropriately  to  each  indiv  idual  circumstance. 

Role  of  the  RCP  in  the  Emergency  Department 

In  an  informal  survey  of  hospitals  in  the  greater  Cincin- 
nati aiea  (n  =  12).  no  hospital  reported  an  RCP  assigned  solely 
to  the  ED  (unpublished  data).  In  one  hospital,  an  RCP  was 
assigned  between  the  hours  of  1 500  and  0.^00  because  of  the 
large  number  of  patients  with  asthma  presenting  during  that 
period.  All  12  hospitals  responding  indicated  that  an  RCP 
was  accessible  to  ED  personnel  on  an  as-needed  basis  via 
a  pager.  We  believe  from  our  discussions  and  experience  that 
this  IS  typical  of  many  hospitals.  The  RCP  is  available  for 
institution  of  resuscitation- '  and  mechanical  ventilation.^' 
intubation.''  obtaining  blood  gas  samples,'  noninvasive  mon- 
itoring (oximetry.'*  capnography"^).  transport,'"  and  delivery 
of  therapeutic  aerosols." 

In  a  recent  abstract,  one  of  the  authors  ( RM )  and  her  col- 
leagues described  their  experience  w  ith  RCPs  in  the  ED  at  the 
Cleveland  Clinic.'-  This  experience  appears  to  be  unique  and 
has  several  characteristics  that  distinguish  their  work  from  more 
typical  approaches.  At  the  Cleveland  Clinic,  the  ED  is  remotely 
located  from  the  main  hospital,  making  travel  time  an  impor- 
tant consideration.  RCP  response  times  from  the  hospital  to 


RESPIRATOR^-  Care  •  January  "97  vol  42  No  1 


141 


RCPs  IN  THE  Emergency  Department 


the  ED  ranged  from  8  to  1 2  minutes.  This  unacceptable  delay 
necessitated  a  trial  of  RCPs  in  the  ED  with  an  expanded  role. 
The  authors  instituted  a  system  that  incorporated  horizontal 
growth:  that  is.  the  RCPs  were  trained  in  tasks  typically  per- 
fomied  by  the  nurse  or  patient  care  technician.  RCPs  attended 
ED-spccific  classes  that  concentrated  on  acquiring  new  skills — 
peifonnance  of  12-lead  electrocardiograms;  peripheral  venous 
phlebotomy;  peripheral  intravenous  line  insertion;  set-up  of 
intravenous  pumps;  set-up  for  central  line  insertion;  set-up  for 
chest-tube  insertion;  orthopedic  procedures  including  simple 
splinting;  placement  of  nasogastric  tubes;  placement  of  uri- 
nary bladder  catheters;  assisting  with  suturing;  visual  acuity 
testing;  and  blood  glucose  monitoring.  These  skills  were  added 
to  the  more  traditional  skills  of  the  RCP  shown  in  Table  1.'- 


Tablc  1.      Traditidiial  Skills  Possessed  hy  RespiraKiry  Care 

Practitioners  Identified  in  tlie  Study  hy  Meredith  et  al'' 

Oxygen  deli\ery/  pulse  oximetry 

Suctioning 

Arterial  punctures  for  analysis  and  interpretation 

Aerosol  therapy/peak  flow  measurement 

Bedside  pulmonary  function  testing 

Intuhation/airway  management 

Mechanical  ventilation 

Continuously  nebulized  hronchodilator  therapy 

Arterial  line  insertion 

Patient  education  on  metered  dose  inhaler  use  and  home  peak  tlow 

monitoring 
Cardiopulmonary  assessment 


Table  2.      Assessment  of  the  Patient  with  Asthma. 


Subjective; 


Objective: 


Lung  sounds 


Action: 


Onset  of  symptoms 

Associated  symptoms:  chest  pain,  urticaria,  fever 

Pertinent  past  medical  history:  COPD,  occupational 

exposure 
Pregnancy  status 

Note  current  allergies  and  medications 
Home  treatment  attempted'  Relief.' 
General  appearance 
Degrees  of  distress:  none.  mild,  moderate,  severe 

(See  Asthma  Symptom  Classification  Table  on 

Respiratory  Assessment  Form) 
Present,  wheezing,  adventitious 
.■\nxiety  level 

Cyanosis:  circumoral.  nail  beds 
Pediatrics:  nasal  flaring,  retractions,  whee/ing,  stridor 
Pulse  oximetry 

Physician  to  see  patient  .ASAP 
Protect  airway,  breathing,  circulation 
Oxygen  therapy  to  maintain  saturation  >  92% 
Continuous  pulse  oximetry  if  saturation  is  not  >  92% 

on  6  L/min  oxygen. 

If  ABG  ordered,  correlate  Spo,  and  SjO;- 
Inhaled  /3-2  agonist:  Pre-  and  post-treatment  peak 

flow  measurement  and  documentation  of  pulse, 

respiration,  breath  sounds. 
Moderate-to-severe  distress:  Start  I.V.  with  D5W. 
Send  blood  sample  for  theophylline  level  if  indicated 
Cardiac  monitor 
ECG  if  patient  >  50  years  of  age  w  ith  chest  pain 

and/or  previous  cardiac  history  - 


Meredith  et  al  concluded  that  placing  multiskilled  RCPs 
in  a  remotely  located  ED  improved  the  quality  of  the  ED  ser- 
vice. The  results  of  their  study  showed  a  reduction  in  treat- 
ment delay,  more  appropriate  utilization  of  nursing  staff, 
reduced  salary  costs,  RCP  and  physician  satisfaction,  and  main- 
tenance of  quality  care.  This  preliminary  report  may  not  be 
applicable  to  all  settings,  and  its  impetus  was  the  geographic 
location  of  the  ED.  The  multiskilling  included  primarily  tasks 
requiring  low-to-medium-level  skill.  However,  the  RCPs  in 
this  care  setting  were  already  prov  iding  high-level  services 
(intubation,  mechanical  ventilation,  arterial  line  insertion). 
In  this  instance,  the  use  of  RCPs  in  the  ED  appears  to  be  clin- 
ically and  financially  justified. 

Meredith  et  al  have  also  developed  assessment  protocols 
performed  bv'  RCPs  and  registered  nurses  (RNs).  These  pro- 
t(.x:ols  allow  eaily  identificatit)n  of  patient  problems,  rapid  deliv- 
ery of  treatment,  and  consistent  patient  monitoring.  Table  2 
is  the  protocol  used  to  assess  the  patient  vv  ith  asthma. 

l^awrence"  has  shown  that  RCPs  can  be  effective  as 
patient  educators,  reducing  emergency  room  visits  by  asth- 
matic patients.  She  randomi/ed  patients  to  receive  two  sep- 
arate education  programs  during  two  otitpatient  visits.  The 
control  educational  program  consisted  of  teaching  patients 


the  proper  use  of  peak  flow  monitoring  and  use  of  an  action 
plan  that  allowed  adjustment  of  medication  dosage.  The 
experimental  protocol  included  education  concerning  trig- 
ger identification,  trigger  avoidance,  env  ironmental  control, 
stress  management,  and  proactiv  e  adjustment  of  anti-inflam- 
matory drugs.  She  found  that  8  of  1 3  patients  in  the  control 
group  required  31  ED  v  isiis.  In  the  experimental  group,  no 
ED  visits  were  recorded  during  the  12-month  study  period. 
This  preliminary  evidence  is  impressive.  We  believe  it  also 
strengtliens  the  role  of  the  RCP  in  the  ED.  It  should  be  remem- 
bered that  the  work  bv  Lawrence  was  also  accomplished  at 
a  major  medical  center.  The  RCP  should  not  only  assess  the 
patient,  deliv  er  the  medication,  and  assess  the  thertipy.  but 
also  emphasize  pioper  use  of  inhaled  medications'''  and  edu- 
cate the  patient  in  prevention. '''''  This  issue  is  of  critical 
importance.  As  a  soccer  coach,  one  of  us  (RB)  frequently 
observes  children  requiring  treatment  for  asthmatic  symp- 
toms from  a  variety  of  stimuli  (eg.  exercise,  cold,  grasses, 
pollen).  On  numerous  occasions,  parents  have  brought  the 
■puffer"  along  for  relief  of  dyspnea.  On  several  occasions, 
the  steroid  inhaler  was  used  to  treat  the  "asthmatic  attack." 
w  hile  the  hronchodilator  metered  dose  inhaler  had  been  left 
at  home.  The  role  of  the  RCP  as  an  educator  appears  to  war- 
rant active  pursuit. 
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Skills  Inventory 

We  believe  that  the  program  curriculum  and  mandated  clin- 
ical training  of  entry-level  RCPs  equip  them  with  skills  essen- 
tial for  effective  functioning  in  the  ED  including: 

Mechanical  Ventilation — Ventilatory  support  in  the  ED  may 
be  required  following  cardiac  arrest,  trauma,  congestive  heart 
failure,  pulmonary  edema,  respiratory  failure,  or  drug  over- 
dose. The  knowledge  and  understanding  of  both  technology 
and  physiology  possessed  by  RCPs  dictates  tlieir  presence  when 
mechanical  ventilation  is  instituted.  Setting  up  the  ventila- 
tor in  the  ED  should  include  a  thorough  assessment  of  patient 
tolerance  and  response  to  therapy.""  "^  The  American  Associ- 
ation for  Respiratory  Care  ( AARC)  Clinical  Practice  Guide- 
line on  Patient- Ventilator  System  Check  details  the  impor- 
tant measurements  to  be  made  and  recorded.^ 

Blood  Gas  Sampling — In  the  ED.  arterial  blood  sampling 
or  placement  of  an  arterial  catheter  may  be  necessary.  Arte- 
rial blood  gas  sampling  and  analysis  typically  fall  within  the 
domain  of  the  respiratory  care  department  in  many  institu- 
tions. We  believe  that  RCPs  should  be  responsible  for  arte- 
rial puncture  in  this  instance,  particularly  in  the  absence  of 
a  physician.  RCPs  have  also  successfully  placed  indwelling 
arterial  catheters.  Grombeck  et  al"*  has  reported  successful 
placement  of  500  ailerial  catheters  by  RCPs.  The  complication 
rate  in  this  series  was  similar  to  previous  reports  of  arterial 
catheter  placement  by  physicians. 

Airway  Management — Common  sense  suggests  that  intu- 
bation and  airway  management  be  performed  by  the  most 
skilled  individual.'"  Under  ideal  conditions,  this  is  the  anes- 
thesiologist. However,  the  solution  is  more  often  the  most 
skilled  individual  present.-"  Entry-level  practitioners  leam  upper 
airway  anatomy  and  airway  management  during  their  train- 
ing, and  in  many  hospitals  the  RCP  is  responsible  for  intu- 
bation, in  the  absence  of  a  physician.  Zyla  and  Carlson  reported 
their  experience  with  RCPs  attempting  intubation  following 
initial  failure  by  physicians.-'  During  a  4-year  period,  RCPs 
successfully  intubated  160  of  178  patients  (89%).  Thalman 
et  al  have  reported  on  the  use  of  RCPs  for  the  primary  intu- 
bation service  at  Duke  University  Medical  Center.--  During 
a  1  -year  period.  RCPs  successfully  intubated  728  of  79 1  patients 
in  fewer  than  .^  attempts  (92%).  These  studies  demonstrate 
the  proficiency  of  the  RCP  in  performing  endotracheal  intu- 
bation. This  finding  is  not  surprising  given  the  success  of 
paramedics  performing  intubation  in  pre-hospital  care.-'-' 

Advanced  Cardiac  Life  Support — Advanced  Cardiac  Life 
Support  (ACLS)  for  RCPs  has  been  the  subject  of  con- 
siderable concern  by  the  AARC,  including  provision  of  a 
course  at  the  annual  meeting.-^  ACLS  is  being  taught  in  ther- 
apist curricula,  and  the  role  of  the  therapist  in  resuscitation 


has  been  addressed  in  3  AARC  Clinical  Practice  Guide- 
lines.-'' -'  We  believe  any  health  care  professional  work- 
ing w  ith  critically  ill  and  injured  patients  in  the  ED  should 
have  ACLS  qualifications. 

Electrocardiographic  Monitoring — In  many  institutions. 
RCPs  have  always  had  responsibility  for  performing  elec- 
trocardiograms (ECG)  while  in  others  this  is  a  recent  event 
secondary  to  "downsizing."  The  RCP"s  background  in  car- 
diopulmonary physiology  and  technology  complements  the 
responsibility  for  ECG  monitoring.-'^  Hargett  et  al  found  that 
staffing  the  ED  with  an  RCP  reduced  the  time  from  ECG  order 
to  pert'onnance.-''  In  this  study,  85%  of  ECGs  were  pertbmied 
within  5  minutes  of  the  order's  being  written.  This  was  sig- 
nificantly faster  than  previous  times  (mean  =  20  min).  Har- 
gett et  al  also  suggested  that  with  faster  ECG  response  times, 
physician  satisfaction  was  increased  and  ti'eatment  plans  could 
be  implemented  earlier. 

Transport — Both  inter-  and  intrahospital  transport  of  me- 
chanically ventilated  patients  represent  a  challenge  to  the  health 
care  team.  A  number  of  studies'""  have  examined  the  com- 
plications and  outcome  associated  with  patient  transport — 
complications  that  often  apply  to  transport  both  within  and 
between  hospitals.  In  several  of  these  reports,  some  of  the 
most  frequent  complications  are  related  to  ventilatory  sup- 
port. Hurst  et  al."  Braman  et  al,*^  and  Gervais  et  al''  all  demon- 
strated frequent  instances  of  respiratory  alkalosis  during  man- 
ual ventilation.  In  each  of  these  studies,  ventilatory  support 
with  a  transport  ventilator  alleviated  these  problems.  Weg  and 
Haas""  also  studied  this  problem  and  failed  to  demonstrate  the 
changes  seen  by  the  three  previous  investigations.  We  believe 
that,  in  uncontrolled  circumstances,  unintentional  hyper- 
ventilation during  manual  ventilation  is  a  frequent  problem. 
During  transport,  several  authors  have  identified  deteri- 
oration of  respiratory  function  secondary  to  ineffective  ven- 
tilatory support.  Braman  et  al'^  found  several  cases  of  ven- 
tilator malfunction  including  battery  failure,  disconnection 
from  the  low-flow  oxygen  source,  and  oxygen  cyhnder  deple- 
tion, Waydhas  et  al"  found  that  84%  of  transports  were  asso- 
ciated with  a  decrease  in  Pa02''Fi02  of  20%  or  greater.  They 
found  the  patients  at  greatest  risk  were  those  requiring  pos- 
itive end-expiratory  pressure  (PEEP).  These  findings  and  oth- 
ers have  led  the  AARC"  and  the  Society  of  Critical  Care 
Medicine  (SCCM)'^  to  develop  guidelines  related  to  inter- 
hospital  transport.  The  SCCM  document  mandates  the  pres- 
ence of  an  RCP  for  U-ansport  of  mecluuiically  ventilated  patients. 
We  agree  that  whenever  a  mechanically  ventilated  patient 
requires  transport,  an  RCP  should  determine  the  method  of 
support  and  be  present  for  the  move. 

New  Skills 

We  believe,  based  on  the  data  by  Meredith  et  al,'-  that 
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under  certain  circumstances  multiskilled  RCPs  should  be 
taught  ED-specific  skills.  These  include  patient  assessment 
techniques,  phlebotomy,  intravenous  line  inseilion.  and  other 
duties  typically  considered  nursing  procedures.  We  believe 
that  cross-training  and  multiskilled  health  care  workers  are 
important  in  this  era  of  health  care  reform.  As  stated  ear- 
lier, the  degree  of  cross-training  required  and  the  role  of  the 
RCP  in  the  ED  cannot  help  but  be  affected  by  the  size  and 
type  of  hospital.  In  any  case,  we  believe  the  following  to  be 
necessary  new  skills  for  all  RCPs:  performance  of  ECGs, 
phlebotomy,  intravenous  line  insertion,  nasogastric  tube  inser- 
tion, and  patient  education. 

Within  the  confines  of  the  ED,  we  believe  that  the  RCP 
can  be  particulaily  effective  as  a  physician  extender  in  the  care 
of  patients  with  asthma.  The  RCP  already  possess  the  skills 
to  perform  cardiopulmonary  assessment,  record  the  pertinent 
histoiy,  deliver  therapeutic  aerosols,  as.sess  patient  response, 
and  teach  the  patient  preventive  techniques  as  well  as  proper 
medication  use  and  peak  flow  monitoring."''' 

New  Certifications 

The  issue  of  ACLS  has  been  discussed  previously.  We  believe 
all  RCPs  working  in  intensive  care  or  the  ED  should  be  trained 
in  ACLS  and  demonstrate  their  ability  to  function.  For  those 
RCPs  involved  in  the  care  of  pediatric  patients,  the  pediatric 
advanced  life  support  (PALS)  training  should  be  obtained. 

Interhuspital  Transport 

Because  interhospital  transport  teams  frequently  consist 
of  an  RCP  and  a  nurse,  multiskilUng  has  been  the  rule  in  trans- 
port for  nearly  2  decades.  Under  the  auspices  of  the  neona- 
tal transport  team.  RCPs  have  provided  endotracheal  intubation, 
\entilatory  support,  and  umbilical  venous-arterial  line  place- 
ment with  great  success  and  little  fanfare. 

The  Transport  Section  of  the  AARC  recently  conducted 
a  survey  of  expanded  roles  of  RCPs  involved  in  transport. '" 
The  number  of  surveys  sent  and  retuiTied  were  not  published, 
making  the  data  difficult  to  inteipret.  However,  of  the  trans- 
port programs  responding  to  the  survey,  W'/c  were  ground 
tr;inspon.  369f  rotor-wing  transport,  and  24%  fixed-wing  trans- 
port. Programs  identified  themseUes  as  neonatal  (n  =  18),  pedi- 
atric (n  =  13),  iuid  adult  (n  =  7).  These  programs  included  U;uis- 
port  for  vehicle  accident  and  other  trauma  victims  and 
obstetrical  emergencies.  Composition  of  the  transport  teams 
was  varied.  In  12  instances  the  team  was  an  RCP  and  RN.  In 
2  cases,  the  team  was  an  RN-RN  unless  the  patient  was 
mechanically  ventilated,  in  which  case  an  RCP  w  as  included. 
In  2  instances  each,  teams  were  identified  as  RN-RCP-MD. 
RN-RT-emergency  medical  technician  paramedic  (EMT-P), 
and  RN-EMT-P.  Of  the  teams,  4  reported  including  RCPs  who 
were  also  emergency  medical  technicians  (EMTs)  and  2 
reported  RCPs  who  were  also  EMT-Ps.  In  4  other  cases,  RCPs 


were  qualified  to  run  extracorporeal  membrane  oxygenation 
(ECMO)  equipment. 

Because  of  the  nature  of  transpxirt,  p;ulicularly  in  the  absence 
of  a  physician,  RCPs  have  often  practiced  in  expanded  roles. 
The  Transport  Section  survey  provided  a  list  of  the  most  fre- 
quently reported  procedures  pertormed  by  RCPs  on  transport 
teams.  These  procedures  are  listed  in  Table  3. 

Table  _V      Procedures  Pertormed  by  RCPs  as  Members  of  Air  or  Ground 
Transport  Teams. 


Procedure 


Number  of  responses 


Intubation 

Peripheral  I.V.  placement 

Medication  administration 

Needle  decompression  of  suspected  pneumothora.\ 

t)efibrillation/cardioversion 

Umbilical  artery/vein  catheter  placement 

Spinal  immobili/ation 

Traction/air  splints 

Chest  tube  insertion 

Central  line  placement 


16 
S 

12 
8 
7 
6 
6 
5 
4 
2 


*Reprinted  from  Reference  39. 


Additional  certifications  may  he  required  of  the  RCP  for 
different  modes  of  transport.  Many  air  ambulances  require 
that  all  team  members  complete  a  survival  course  in  the  event 
of  an  emergency  landing  in  a  remote  location.  Several  teams 
also  require  both  the  RCP  and  RN  to  achieve  dual  certifica- 
tion as  an  EMT-P.  These  RCPs  should  also  require  ACLS  or 
PALS  certification. 

In  Conclusion 

The  paucity  of  hard  data  related  to  the  role  of  the  RCP  in 
the  ED  make  conclusions  difficult.  V/e  do  believe  that  the 
appropriate  role  for  the  RCP  in  the  ED  depends  greatly  on  the 
environment,  hospital  size.  ED  census,  and  the  skills  of  the 
RCP.  The  assessment,  treatment,  and  education  of  patients 
\\'ith  asthma  in  the  ED.  lead  by  an  RCP.  appears  a  faiittul  area 
for  research  and  role  expansion.  RCPs  in  the  ED  should  acquire 
both  low-level  and  high-level  skills  as  deemed  necessary  by 
their  situation.  Transport  team  membership  has  pro\ided  an 
expanded  role  for  RCPs.  The  continued  in\  oh  ement  of  RCPs 
in  this  arena  and  additional  training  and  certification  (ACLS. 
PALS,  EMT-P)  may  enhance  this  role. 
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Discussion 

Giordano:  Rich,  the  Final  Draft  of  the 
NAEPP"s  report  on  the  quality  of 
asthma  care'  incorporates  a  case  study 
involving  asthma  care  in  the  ER  of  a 
pediatric  hospital.  A  pilot  study  sug- 
gested that  over  a  5-week  period  the 
hospital  admission  rate  was  50%  lower 
when  a  respiratory  therapist  was  avail- 
able in  the  ED  compared  to  the  12-hour 


period  when  there  was  no  therapist.  It"s 
only  a  couple  of  paragraphs  but  it  cer- 
tainly ties  in  with  what  you  referred  to 
as  opportunity.  We  heard  from  Dr 
Ahmad  yesterday  about  the  benefits  of 
keeping  patients  under  observation, 
and.  therefore,  avoiding  an  expensive 
hospital  admission,  I  think  that  is  not 
just  an  opportunity,  but  a  golden  oppor- 
tunity for  qualified  respiratory  care 
practitioners. 
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Branson:  We  ha\  e  been  talking  about 
the  funds  that  are  available  from  the 
AARC  for  research  projects.  I  think  this 
would  be  an  ideal  one — one  where  you 
would  work  with  your  Emergency  De- 
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partment  physicians  and  tell  them. 
"Look,  I'm  going  to  give  you  a  respi- 
ratory therapist  for  a  while.  Let's  see 
what  the  effect  is  because  the  money  is 
going  to  be  available  from  an  outside 
source."  If,  in  fact,  the  research  shows 
that  the  therapist  working  under  a  pro- 
tocol uiiproves  tilings  cither  in  how  well 
the  patient  is  treated  or  the  length  of  stay 
in  the  Emergency  Department  or  a  de- 
crease the  number  of  admissions,  I  tliink 
that  would  be  useful. 

Dunne:  There's  a  local  hospital  in  our 
coinmunity  in  Orange  County  that  is 
cuiTcntly  building  a  1 7.000  sq  ft  Emer- 
gency Department  because  they  are 
going  to  be  getting  most,  if  not  all,  of 
the  "business"  in  Orange  County,  a 
county  with  a  population  of  about  2  1/2 
million  people.  The  Respiratory  Ther- 
apy Department  at  this  hospital  is  very 
much  involved  not  only  in  peifecting  tlie 
skills  that  you  mentioned,  but  also  par- 
licipaiing  in  the  design  identification  of 
other  areas  where  they  will  have  their 
equipment  and  their  resources  housed. 
However.  I  have  observed  that  some 
RCPs  are  resisting  opportunity — an 
unfortunate  mindset. 

Branson:  I  think  that  in  any  profession 
you're  going  to  have  a  group  of  people 
who  aren't  interested  in  doing  anything 
but  showing  up  at  the  last  possible 
minute  and  leaving  at  the  first  possible 
minute.  Those  of  us  w  ho  are  interested 
in  furthering  the  profession  must  try  to 
change  those  attitudes,  but  1  don't  know 
how  to  change  a  [XM'son's  altitude.  Tliat's 
certainly  not  in  my  skills  inventory  at 
the  moment. 

Durbin:  Rich,  you  ha\e  described  an 
ens  ironment  unto  itself.  \\\lh  special 
requirements  for  admission,  special  de- 
grees, special  educational  ojipoilunities. 
Do  you  see  the  therapists  working  in  the 
Emergency  Department  as  Ix'ing  isolated 
from  the  rest  of  the  department,  in  a 
domain  on  their  own'.'  Could  some  of 
these  skills  be  shared  among  a  larger 
pool  of  therapists  st)  that  eveiybody  has 
a  bu>  -in  to  the  Emergency  Departinent? 


Branson:  I  think  it  all  depends  on  the 
size  of  the  hospital.  At  the  University 
of  Cincinnati,  at  least  one  therapist  is 
assigned  to  the  Emergency  Department 
every  shift.  We  have  a  trauma  team. 
When  there's  a  trauma  alert  or  a  trauma 
'stat.'  the  respiratory  therapist  shows  up 
in  the  Emergency  Dep;ulment  before  the 
patient  arrives,  and  his  or  her  respon- 
sibility, (along  with  the  emergency  and 
surgical  residents)  is  airway  mainte- 
nance and  mechanical  ventilation.  Some- 
times they  intubate:  sometimes  the  res- 
idents intubate;  they  place  the  patient 
on  the  ventilator:  they,  in  concert  w  ith 
the  physicians,  select  the  appropriate  set- 
tings. That's  their  role  at  our  place.  So, 
I  don't  think  it  has  to  be  decentralized. 
I  think  the  abstract  by  Rebecca  Mered- 
ith' suggests  that  they're  decentralized 
because  of  geography.  I  think  that  you 
can  dedicate  a  therapist  to  the  Emer- 
gency Department  and  still  have  that 
person  be  a  part  of  the  Respiratory  Care 
Department.  This  doesn't  have  a  lot  to 
do  with  respiratory  care,  but  our  emer- 
gency physicians  are  linked  with  a  hos- 
pital that's  about  60  miles  east  of  Cincin- 
nati. There  are  no  physicians  there,  and 
University  physicians  'see'  the  patient 
on  television  through  a  \  ideo  camera  in 
the  ER  and  give  the  nursing  and  res- 
piratory therapy  staff  at  that  hospital 
instaictions  on  how  to  treat  that  patient. 
If  the  patient's  too  ill.  they  are  trans- 
ferred to  the  University.  There  aie  a  lot 
of  high-tech  things  going  on  right  now 
in  emergency  medicine. 
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Mishoe:  One  of  the  points  that  \ou 
make,  that  I  think  is  well  taken,  is  that 
if  we  look  at  specific  practice  settings, 
like  the  ER.  then  dual  credentialing  is  an 
impoilani  w  ay  to  address  that  issue.  So, 
across  the  practice  settings,  whether  it's 
EMT(emergenc\  medical  technician). 
RRT  in  the  ER.  PALS  (pediatric  ad- 


vanced life  support),  or  NALS  (neonatal 
advanced  life  support)  in  NICU,  if  we're 
in  those  particular  settings,  we  need  to 
address  dual  credentialing  in  more  depth. 
The  other  issue  with  EKGs  and  some 
staff  resisting  taking  that  on.  I  think, 
again,  that  it  points  to  the  need  to  dif- 
ferentiate technical  from  professional 
roles  and  to  do  a  better  job  with  how  we 
then  utilize  the  information  that  we 
gather.  When  we  take  on  new  tasks,  we 
need  to  move  some  of  our  research  in  that 
direction  and  to  look  specifically  at 
opportunities  and  at  what  actually  hap- 
pens in  practice.  It  would  be  well  advised. 

Shrake:  In  the  last  couple  of  days. 
we've  talked  a  lot  about  having  an  iden- 
tified need  and  having  a  solution  to  that 
need,  and  that's  what  happened  at  our 
hospital.  For  several  years.  I  had  been 
contemplating  the  idea  of  placing  an 
RCP  in  the  emergency  room  but  hadn't 
had  the  right  political  climate  or  the 
opportunity  to  do  it.  The  Medical  Direc- 
tor of  our  emergency  room  talked  to  me 
about  some  problems  they  were  having. 
The  problems  were  that  our  einergency 
room  had  grow  n  so  much  in  the  over- 
all number  of  visits  that  they  could  not 
process  people  through  the  system  fast 
enough,  and  the  back  log  was  too  large. 
He  said  he  w  as  looking  at  every  angle 
to  reduce  that  back  log.  and  he  wanted 
to  reduce  things  like  the  respon.se  time 
to  EKGs.  He  had  already  worked  with 
us  to  de\elop  large-volume  nebulization 
progiams  to  try  to  facilitate  not  having 
to  call  therapists  back  to  the  emergency 
room  two  or  three  times  to  do  individ- 
Uiil  treatments,  luid  as  he  laid  these  issues 
out,  I  told  him  that  I  could  solve  all  those 
problems  for  him  by  putting  a  respira- 
toiy  therapist  in  the  emergency  room  24 
hours  a  day,  7  days  a  week.  It  was  one 
of  those  situations  where  you  say  "We 
can  do  that  I  We  can  do  that!"  Then  you 
get  back  to  the  department  and  say 
"How  are  we  going  to  do  that?"  I  think 
that's  what  we  have  to  do  as  profes- 
sionals and  managers  is  to  say  "Let's 
respond  to  a  need.  Let's  jump  off  the 
diving  board  and  make  the  thing  hap- 
pen, and  then  figure  out  how  to  "patch- 
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work"  the  thing  back  together."  Because 
we  often  look  for  the  Utopian  situation 
of  hasing  the  right  staffing  and  the  right 
skill  nnx  and  the  right  sinaation.  we  miss 
oppoitunit\'.  Tliose  situations  don't  come 
along  that  often.  We  chose  to  do  that  otit 
of  a  centralized  department.  Because  we 
had  consolidated  the  cardiopulmonary 
departments.  EKGs  by  therapists  v\  ere 
not  a  new  concept,  and  we'd  been 
through  all  the  grow  ing  pains  with  that. 
We  told  the  ER  that  we  could  gi\e  them 
an  RCP  for  their  own,  but  if  that  person 
called  in  sick,  they  had  a  problem:  or  we 
would  rotate  approximately  10  people 
(out  of  a  60-FrE  department)  who  have 
those  specific  ER  skills  and  give  them 
all  the  backup  they  need — and.  by  the 
way,  if  they  need  two  RCPs  some  days. 
we'll  give  them  two.  I  think  those  are 
the  opportunities  we  have  to  take  ad\  an- 
tage  of.  Unfortunately,  as  Shelley  and 
1  discussed,  we  do  a  lot  of  things  in  our 
depailments  and  in  our  hospitals  that  we 
don't  report  in  the  literature.  This  con- 
ference points  that  up.  So.  one  of  the 
things  members  of  this  group  need  to  do 
is  to  challenge  themselves  to  report  some 
of  the  things  that  we  are  already  doing. 

Walton:  Along  the  same  lines,  I  hap- 
pened to  fall  upon  an  article  that  reports 
on  a  clinical  protocol  for  pneumonia 
treatment'  beginning  in  the  ER  involv- 
ing respiratory  therapists.  It  was  in  a 
publication  called  Hospital  Benchmarks. 
which  is  not  really  a  journal,  but  one  of 
these  fortuitous  newsletters.  One  of  the 
challenges  I  had  {and  I  think  probably 
a  lot  of  us  had )  in  preparing  for  this  con- 
ference was  that  there  is  not  a  lot  of 
good  information  in  the  peer-reviewed, 
mainstream  literature  about  the  things 


that  we  would  have  liked  to  have  talked 
about  today.  We  have  to  look  at  some 
of  these  real  'gray-zone'  sources.  If 
nothing  else,  we  also  need  to  push  our 
researchers  who  are  studying  such  clin- 
ical pathwa>'s  to  get  more  comparatis e 
data,  and  publish  it  in  RESPIRATORY 
Care  or  other  peer-reviewed  journals. 
I  think  that  could  be  a  very  important 
resource  for  all  of  us. 
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Branson:  It  would  be  helpful  if  we 
could  share  experiences  related  to  cur- 
rent practice  or  get  a  group  of  experts 
in  the  setting  and  say,  "OK,  here  are  5 
areas  in  which  we  think  that  respiratory 
therapists  will  make  a  difference."  As- 
semble a  planning  group  large  enough 
to  design  an  appropriate  study  that  could 
test  the  null  hypothesis  that  there  will 
be  no  difference  and  look  at  it  scien- 
tifically. A  lot  of  us  sitting  around  this 
table  who  do  research  "for  a  living' 
would  not  dare  get  up  at  a  scientific 
meeting  and  show  this  kind  of  soft  data, 
because  we  would  get  shot  right  off  the 
podium.  It  was  very  difficult  for  me  to 
prepare  this  paper  because  I'm  basically 
working  from  abstracts  and  things  that 
people  write  in  newsletters.  There  just 
isn't  any  other  information.  I  wish  that 
hospital  administrators  were  held  to  the 
same  accountability  that  clinicians  are 
when  they  have  to  defend  the  need  for 
a  new  ventilator  or  a  new  monitor.  An 
administrator  can  eliminate  services, 
never  study  the  effect,  and  conclude 
there  w  as  no  deuimental  effect.  Yet  thev 


want  us  to  do  controlled  trials  of  new 
modes/techniques/equipment  before  we 
can  purchase  anything.  It  would  cer- 
tainl_\  make  ow  li\es  a  lot  easier. 

Blonshine:  We  have  just  finished  our 
care  plan  for  the  Emergency  Depart- 
ment and  the  first  contact  w  ill  be  a  res- 
piratory care  practitioner.  And.  it  was 
accepted  by  the  ED  physicians  w  ithout 
much  discussion! 

Braason:  Because  there  are  not  as  many 
emergency  residents  and  because  emer- 
gency physicians  are  looking  for  peo- 
ple to  do  some  work  for  them  that 
decreases  their  load  but  still  allow  s  them 
to  maintain  their  income,  I  think  that  we 
represent  the  ideal  "physician  extender" 
in  a  lot  of  arenas. 

Dunne:  When  you  are  faced  with  man- 
aged care  in  its  Uuest  fonn,  which  is  pure 
capitation  with  enormous  amounts  of 
risk,  the  only  way  an  organization  can 
survive  economically  in  such  an  envi- 
ronment is  to  increase  volume.  Once  that 
happens,  you  then  ha\  e  to  hope  people 
don't  get  sick,  and  if  they  do  get  sick, 
you'd  better  have  some  extenders  who 
help  the  physician  take  care  of  those 
patients.  So,  I  see  managed  care  increas- 
ing the  physicians'  need  for  quality  com- 
petent extenders  to  allow  them  to  man- 
age the  care  of  these  patients. 

Branson:  I  think  there  are  a  couple  of 
us  in  this  room  who  have  been  physi- 
cian extenders  for  a  long  time.  Because 
we  don't  mind  staying  up  all  night  and 
being  at  the  bedside  w  ith  the  patient.  I 
think  that's  the  kind  of  role  that  a  res- 
piratory care  practitioner  can  take  on. 
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Introduction 

Credenliiiled  respirator)  caie  pmressiiinals  (RCPs)  have 
a  long  history  of  proxidiiit;  teehnical  services  that  support 
the  process  of  diagnosing  cardiopuhiionary  disease.  A  nuni- 
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her  of  CUnical  Practice  Cuiidehnes  have  been  developed  by 
the  American  Association  tor  Respiratorv  Care  ( A.ARC)  out- 
Hning  the  role  ot  the  astute  practitioner  in  establishing  the 
need  tor  diagnostic  testing,  asstiring  test  quality,  commu- 
nicating results,  and  recommending  inteiventions.'"^  In  addi- 
tion to  pertorming  therapeutic  and  diagnostic  services,  RCPs 
have  also  demonstrated  expertise  in  developing  successful 
patient-assessment,  care-plan,  and  patient-teaching  com- 
ponents of  pmtocol  or  critical  care-path  systems.'''*  Newer 
Imancial  models  of  health  care  reimbursement  are  empha- 
si/iiig  managing  health  rather  than  treating  disease.  No  longer 
is  the  "name  of  the  game"  filling  hospital  beds.'^  This  is  plac- 
ing a  greater  emphasis  than  ever  before  on  prevention  and 
early  detection  of  cardiopulmonary  disease.  RCPs  are  well 
prepared  to  assist  in  this  process  in  an  effective  manner  and 
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in  the  least  costly  care  setting.  In  this  paper,  I  discuss  how 
RCPs  can  function  as  important  members  of  the  health  care 
diagnostic  team  and  describe  care  models  that  will  continue 
to  provide  career  opportunities. 

Patient  Assessment  Skills 

Patient-assessment  skills  are  extremely  impoilant  in  pro- 
viding clinical  diagnostic  services  that  are  both  accurate  and 
cost-effective.  Effective  RCPs  possess  excellent  assessment 
skills  and  apply  them  in  conjunction  with  the  technical  aspects 
of  the  services  that  they  provide.  The  patient  intei-view.  when 
conducted  with  patience  and  empathy,  may  yield  critical  infor- 
mation that  directs  the  entire  series  of  subsequent  investiga- 
tions.'" This  inten  iew  should  focus  on  2  components:  cunent 
symptoms  and  past  medical  history.  Key  primary  symptoms 
to  evaluate  are  cough,  expectoration,  dyspnea,  hemoptysis, 
wheezing,  daytime  somnolence,  snoring,  and  chest  pain.  Key 
points  in  the  patient's  past  medical  history  include  smoking, 
allergies,  and  occupational  exposures. ' '  By  seeking  infomiation 
about  these  key  Lueas,  the  RCP  can  assist  the  physician  in  estab- 
lishing an  appropriate  diagnostic  testing  regimen  that  is  both 
safe  and  cost-effective. 

The  physical  examination  is  also  an  important  part  of 
patient  assessment.  To  perfomi  a  thorough  and  accurate  phys- 
ical examination,  the  patient  should  be  placed  in  a  well-lighted 
area  in  a  position  that  allows  access  to  the  posterior  and  ante- 
rior chest.  Key  points  to  assess  include,  breath  sounds,  skin 
color,  breathing  patterns,  and  physical  abnormalities,  such 
as  kyphoscoliosis  or  clubbing  of  the  digits.  "■'-  Physical  assess- 
ment provides  the  RCP  with  infomiation  that  is  useful  in  deter- 
mining the  patient's  capabilities  or  limitations  in  complying 
with  diagnostic  testing  demands.  This  allows  for  an  accurate 
assessment  of  test  validity  and  reproducibility.  Establishing 
a  baseline  for  the  patient's  physical  status  also  is  important 
in  assessing  responses  to  various  specialty  testing,  such  as 
bronchial  provocation,  or  therapeutic  interventions,  such  as 
nasal  continuous  positive  airway  pressure  (CPAP). 

Patient  Education  Skills 

Health  professionals  have  always  had  to  provide  patients 
with  information  about  how  to  track  potential  health  prob- 
lems, how  to  accurately  complete  diagnostic  tests,  and  when 
and  how  to  intervene  with  treatment  modalities."  However, 
the  type  and  amount  of  infomiation  may  vary  greatly,  with 
many  rea.sons  given  for  the  \'aiiations.  In  some  instances,  infor- 
mation has  been  withheld  from  patients  because  it  was  believed 
that  they  had  neither  the  training  nor  the  background  to  under- 
stand the  full  extent  of  their  health  status.  In  other  instances. 
infomiation  was  not  given  because  it  was  thought  that  full  dis- 
closure of  infomiation  would  lead  to  misinteipretation  or  undo 
anxiety.  In  recent  years,  there  has  been  increased  emphasis 
on  patient  education  as  an  important  part  of  health  care  and 


on  the  health  professional's  responsibility  in  carrying  out  patient 
education  more  effectively.  Specific  skills  needed  to  conduct 
patient  education  effectively  relate  to  the  health  professional's 
ability  to: '■•■'■' 

•  possess  expert  knowledge  of  the  subject  matter; 

•  build  rapport  with  the  patient; 

•  assess  the  patient's  learning  readiness  and  ability; 

•  organize  teaching  in  a  way  best  suited  to  the  patient's  needs; 

•  communicate  clearly  and  effectively. 

These  skills  enhance  the  RCP's  ability  to  conuibute  to  accu- 
rate diagnosis  of  disease  by  helping  the  patient  understand 
the  inipoitaiice  of  relaying  pertinent  historical  infomiation  about 
health  status.  They  are  also  helpful  in  properiy  coaching  the 
patient  through  the  maneuvers  of  various  diagnostic  studies 
that,  when  performed  accurately  and  with  full  compliance, 
can  be  important  in  determining  a  diagnosis. 

Health  Care  Reimbursement  Models 

The  number,  complexity,  and  variety  of  health  care  reim- 
bursement models  has  created  a  "schizophrenic'  en\  ironment 
for  administrators.  1  have  observed  that  these  models  provide 
mixed  incentives  for  health  care  providers.  One  reimburse- 
ment plan  may  encourage  hospitalization  with  short  lengths 
of  stay,  whereas  another  plan  may  totally  discourage  hospi- 
talization. Although  certain  reimbursement  plans  have  pen- 
etrated state  and  local  environments  to  greater  degrees  than 
others,  most  of  the  cun-ent  plans  appear  to  fall  into  one  of  sev- 
eral major  categories. 

Per  Diems 

Under  per  diem  strategies,  managed-care  entities  pay  hos- 
pitals a  flat  fee  for  each  day  that  a  patient  occupies  a  bed. 
When  the  patient  is  not  "in  the  bed.'  the  hospital  is  not  paid.'* 
During  1994.  only  15-20'7r  of  hospital  revenues  came  from 
per  diem  contracts,  and  this  percentage  is  trending  down- 
ward.'* Because  this  model  does  cap  spending  and  encour- 
ages hospitalization  (the  most  expensive  care  setting  for 
patients),  many  insurance  plans  are  looking  to  other  mod- 
els for  cost-containment. 

Preferred  Provider  Organizations 

PrefeiTed  provider  organizations  (PPOs)  are  networks  of 
designated  pro\'idcrs  that  accept  discounted  fees  and  agree 
to  abide  by  certain  utilization  guidelines.  PPO  enrollments 
grew  more  than  19';^  from  December  1992  to  December  1993, 
with  a  total  of  more  than  60  million  enrollees.' '  Although  PPOs 
have  a  strong  base  in  rural  and  semirural  areas  because  those 
markets  are  not  saturated  with  providers,  for  these  plans  to 
survive  they  must  diversify,  accept  more  risk,  and  provide 
stronaer  incentives  to  contain  costs." 
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Diagnosis  Related  Groups  (DRGs) 

The  Medicare  Program  has  paid  prov  iders  under  the  DRG 
system  since  1983.  Under  this  system,  hospitals  receive  a  lump 
sum  payment  per  dischiU'ge  for  each  patient.  Payment  amounts 
vary  depending  upon  the  patient's  diagnosis."*  For  example, 
if  a  patient  is  discharged  with  the  diagnosis  of  pneumonia, 
the  hospital  may  receive  a  payment  of  $3.{)(X).  If  the  cost  of 
caring  for  that  patient  is  <  $3,000  upon  di.scharge.  the  hos- 
pital makes  a  profit.  If  the  cost  is  more,  the  hospital  incurs 
a  loss.  There  are  outlier  provisions  for  additional  payments 
if  the  patient  experiences  an  exceptionally  high  cost  or  long 
length-of-stay.  This  system  does  not  necessarily  discourage 
hospitalization,  but  it  does  attach  financial  incentives  to  reduc- 
ing length-of-sta\ . 

Health  Maintenance  Organizations 

Health  maintenance  organizations  (HMOs)  use  a  variety 
of  strategies  to  provide  "managed  care"  to  a  population  of 
enrollees  by  negotiating  arrangements  with  providers  that 
emphasize  cost  reductions  via  preventive  care,  control  over 
use  of  resources,  and  care  provided  along  the  continuum  in 
the  least  costly  care  setting.  HMO  enrollments  have  increased 
dramatically  over  the  past  2  decades.  In  1976.  HMO  enrollees 
totaled  approximately  5  million  people,  but  by  1995  that  fig- 
ure had  grown  to  more  than  55  million.--  HMOs  have  tra- 
ditionally negotiated  discounts  for  billed  charges,  discounted 
per  diem  rates,  or  discounted  case  rates  with  providers.  Due 
to  the  overall  size  of  the  Medicare  population,  there  is  renewed 
interest  on  the  part  of  HMOs  in  attracting  patients  away  from 
the  traditional  Medicare  payment  strategies.'''-' 

Capitation 

A  grow  ing  trend  for  HMOs  is  to  negotiate  some  sort  of 
capitation  anangement.  a  payment  mechanism  that  seeks  to 
reduce  financial  incentives  to  increase  service  and  a  likely 
staple  of  future  health  care  reform.  Under  capitation  airange- 
ments,  providers  are  paid  a  per  member  per  month  fee  to  man- 
age the  entire  health  care  costs  of  a  defined  population.-'  -"* 
The  incentives  under  a  capitation  system  include  signing  on 
as  many  ""covered  lives'"  as  possible  to  spread  the  risk,  empha- 
sizing preventive  c;ire.  and  controlling  use  of  health  care  ser- 
vices. Integrated  systems  that  have  embraced  a  capitation 
model,  use  hospitals  to  provide  care  only  as  a  last  resort.  For 
this  type  of  system  to  work,  physicians  must  be  brought  in 
as  true  partners  so  that  their  incentives  ;ire  aligned  with  those 
of  llic  other  prov  iders, -- 

Direct  Contracting 

In  response  to  pi'essure  from  employers  and  mouninig  com- 
petition among  health  plans.  HMOs  nationwide  are  cutting 


premiums.--  In  order  to  preserve  profit  margins,  they  are  reduc- 
ing payments  to  hospitals  and  physicians.  Providers  are  fight- 
ing back  by  negotiating  directly  with  employers  full-risk  con- 
tracts that  allow  them  to  receive  more  of  the  total  capitation 
fees  paid  by  employers.  Providers  not  only  want  a  bigger  share 
of  the  capitation  dolku's.  they  want  more  control  over  how  care 
is  delivered.  This  type  of  arrangement  requires  a  high  degree 
of  integration  and  cooperation  between  the  deli\  ery  and  financ- 
ing of  care.-'  This  phenomenon  is  not  being  totally  initiated 
by  providers.  Some  large  emploNcrs  are  managing  cases  like 
open  heart  surgery  by  sending  patients  to  selected,  high-qual- 
ity, high-volume  providers.  These  providers  are  willing  to 
accept  a  package  price  for  all  needed  care  and  have  agreed 
to  work  cooperatively  on  improving  efficiency  ;md  outcomes.-"* 
A  few  high-cost  users  of  health  care  generate  a  laige  percentage 
of  the  cost  incuned  by  most  large  employers.  By  "ear\ing  out' 
these  select  groups  and  controlling  costs,  employers  can  loosen 
up  the  system  a  little  for  everyone  else. 

Role  of  RCPs  in  Diagnosing  Sleep  Disorders 

RCPs  as  Referral  Sources 

RCPs  not  routinely  assigned  to  a  sleep  laboratory  should 
possess  assessment  skills  that  alert  them  to  the  need  for  obtain- 
ing an  order  for  a  sleep  consultation.  This  is  an  important  role 
because  some  primary  care  physicians  are  not  versed  in  rec- 
ognizing the  signs  and  symptoms  of  sleep  disorders,  due  in 
part  to  the  absence  of  specific  sleep  training  in  medical  school 
cunncula.  By  alerting  attending  physicians  to  the  potential  for 
sleep-related  problems  in  their  patients,  a  decision  can  be  made 
regarding  the  need  fi)r  a  sleep  disorders  consultation.  Poly- 
somnography is  indicated  in  patients:--'"'-'' 

1 .  with  chronic  t)bstructi\e  pulmonar\  disease 
whose  awake  piirtial  pressure  of  arterial  oxy- 
gen is  >  55  toiT  but  whose  illness  is  com- 
plicated by  pulmonary  hypertension,  right 
heart  failure,  polycythemia,  or  excessive  day- 
time sleepiness: 

2.  witli  resQictive  ventilaioiy  impiuniienl  secondaiy 
to  chest-wall  and  neuromuscular  disturbances 
whose  illness  is  complicated  h\  chronic  hspo- 
\entilation.  polycythemia,  pulmonary  hyper- 
tension, disturbed  sleep,  morning  headaches, 
or  daytime  somnolence  and  fatigue: 

3.  w ith  disturbances  in  respiraloiA  control  whose 
awake  partial  pressure  of  arterial  carbon  diox- 
ide is  >  45  toiT  or  w hose  illness  is  complicated 
by  pulmoiniry  hypertension.  |iolycytheniia.  dis- 
turbed sleep,  morning  headaches,  or  daytime 
somnolence  and  fatigue: 

4.  w  ith  nocturnal  cyclic  brady-  or  Uicli_\d\srhyth- 
mias.  niicturnal  abnonnalities  of  atrioventric- 
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ular  conduction,  or  ventricular  ectopy  that  appeal' 
to  increase  in  frequency  during  sleep; 

5.  with  excessive  daytime  sleepiness  or  sleep- 
maintenance  insomnia; 

6.  with  snoring  associated  with  observed  apneas 
and/or  excessive  daytime  sleepiness. 

Recognition  of  these  potential  indications  by  RCPs  allows 
them  to  function  as  effective  referral  sources. 

RCPs  as  Polysomnographers 

RCPs  have  contributed  to  the  development  of  many  suc- 
cessful sleep  disorders  laboratories  across  the  country.  Many 
have  completed  the  credentialing  process  of  becoming  a  reg- 
istered polysomnographer.  The  Application  for  Accreditation 
of  a  Sleep  Disorder  Center  outlines  the  role  of  the  sleep  tech- 
nician in  providing  data  to  a  certified  physician  medical  direc- 
tor.-'' One  of  the  basic  functions  of  the  technical  staff  is  to 
provide  scoring  and  tabulation  of  sleep  test  results,  thereby 
assisting  the  physician  in  making  a  diagnosis."^  This  should 
include  an  assessment  of  sleep  stage  (electroencephalogram, 
eiectro-oculogram.  and  electromyogram  of  a  skeletal  mus- 
cle), respiratory  airflow  and  effort,  arterial  oxygen  satura- 
tion, body  position,  and  anterior  tibialis  electromyogram  to 
detect  periodic  movements  in  sleep.'"  Quantitative  data 
derived  from  polysomnographic  studies  should  be  incor- 
porated into  a  report  that  summarizes  the  key  \  ariables  col- 
lected. As  recommended  by  the  American  College  of  Chest 
Physicians  and  the  Association  of  Sleep  Disorders  Centers," 
reports  should  include: 

1 .  tlie  \  aiiables  measured  and  the  method  of  mea- 
surement; 

2.  the  results  of  sleep  staging — the  percentage 
of  each  sleep  stage,  the  total  sleep  time,  sleep 
efficiency,  and  sleep  latency; 

3.  types  of  respiratoi7  pattern  and  the  total  num- 
ber, number  per  hour  of  sleep  time,  and  range 
and  mean  duration  of  patterns  and  their  rela- 
tionship to  sleep  stage.  (Common  data  points 
include  the  apnea  index,  ie,  number  of  apneas/h. 
and  the  respiratory  disturbance  index,  ie.  num- 
ber of  apneas  and  hypopneas/h)'-; 

4.  body  position  during  intervals  of  disorder- 
ed breathing; 

5.  oxygen  saturation — the  aw  ake  baseline  le\'el, 
and  either  a  continuous  saturation  versus  time 
technique  or  the  amount  or  percentage  of  time 
spent  between  certain  intervals,  such  as  80- 
90%,.70-80%.  The  lowest  saturation  level  is 
also  important  as  is  the  mean  saturation  for 
abnormal  respiratory  patterns.  A  convenient 
graphic  format  is  the  oxygen  saturation  his- 


togram, in  which  the  total  percentage  of  sleep 
time  spent  at  each  saturation  is  demonstrated.'' 

6.  description  of  cardiac  rate  and  rhythm  and  their 
relationship  to  any  other  abnomialilies  noted; 

7.  technician's  comments; 

8.  physician's  interpretation. 

Having  a  report  of  this  nature  available  prior  to  rendenng 
an  official  inteiprelation  can  be  valuable  to  the  physician  for 
making  a  timely  and  accurate  diagnosis. 

RCPs  as  Therapeutic  Interventionists 

RCPs  who  fulfill  die  role  of  sleep  laboratory  interventionists 
should  display  a  proficiency  in  interpreting  respiratory  vari- 
ables affected  by  initiation  of  CPAP  or  nocturnal  ventilatory 
support  and  should  demonstrate  knowledge  of  noimal  ranges 
for  such  variables  as  those  measured  during  the  monitoring 
of  arterial  blood  gas,  end-tidal  carbon  dioxide,  oxygen  sat- 
uration, respiratory  movement,  and  airtlovw  In  addition,  they 
should  be  able  to  initiate  and  titiate  supportive  therapy  for  sleep- 
related  respiratory  disorders,  assess  the  patient's  response  to 
therapy,  and  recommend  modifications  to  prescnbed  therapy 
as  appropriate.*^  These  skills  are  important  because  of  the  doc- 
umented success  of  certain  interventions,  such  as  CPAP,  for 
the  treatment  of  obsUiictive  sleep  apnea. '^"'  In  an  abstract  pre- 
sented at  the  1 995  annual  meeting  of  the  Association  of  Pro- 
fessional Sleep  Societies,  the  authors  reported  their  study  of 
patient  compliance  and  the  effectiveness  of  nasal  CPAP,  com- 
paring a  group  that  had  fitration  studies  performed  in  sleep 
laboratories  versus  a  group  on  whom  arbitrary  CPAP  levels 
were  initiated  based  on  their  apnea-hypopnea  index."  The 
results  indicated  a  significant  reduction  in  compliance,  and 
a  higher  number  of  surgical  procedures  and  more  frequent  rep- 
etition of  sleep  studies  in  patients  who  did  not  ha\e  titration 
studies.  These  findings  make  a  case  for  the  importance  of  the 
role  that  RCPs  can  play  in  performing  these  titrations  in  the 
sleep  laboratory. 

Selection  of  the  proper  interventional  device  can  also  be 
important,  positive  pressure  ventilation  may  relieve  obstruc- 
tive sleep-disordered  breathing  at  low  er  expiratory  pressures 
than  does  conventional  CPAP  therapy.  This  could  reduce  the 
potential  for  barotrauma,  \entilatory  depression  induced  by 
mechanical  ventilation,  and  reduction  of  cardiac  output  asso- 
ciated with  high  mean  airway  pressures.'**  Further  studies  are 
in  progress  to  evaluate  the  impact  of  mechanical  ventilation 
on  long-term  patient  compliance. 

Financial  Incentives 

A  major  cost-savings  could  result  from  increased  diagnosis 
and  treatment  of  sleep  disorders  as  they  relate  to  accident  rates 
in  our  country.  It  is  difficult  to  quantify  the  financial  impact 
of  sleep-related  accidents  because  the  specific  cause  for  m;iny 
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accidents  is  circumsUintial.  Howe\ei".  data  are  available  to  allm\ 
rough  estimates  ot  the  total  impact  on  our  society.  Depend- 
ing on  the  specific  mode  of  transportation  and  other  con- 
siderations, human  error  is  responsible  for  65-90%  of  all  acci- 
dents."* More  than  10,000  truck  and  automobile  drivers  fall 
asleep  at  the  wheel  each  year.  Of  6,052  single-vehicle  traf- 
fic accidents  attributed  to  "falling  asleep  at  the  wheel,"  60% 
occuiTed  between  midnight  and  6  AM.""'  In  1995,  the  National 
Safety  Council'  reported  43,000  deaths  and  2. 1  million  non- 
fatal injuries  in  the  United  States  during  1994.  The  estimated 
total  cost  of  these  accidents  was  SI  76.5  billion.  Of  these  totals, 
1 2.400  deaths  and  290,000  nonfatal  injuries  were  associated 
with  collisions  with  fixed  objects,  the  type  of  accident  most 
frequently  associated  with  falling  asleep.  Available  infonnation 
indicates  that  sleep  apnea  affects  up  to  4%  of  the  population.-^ 
If  we  apply  cost  formulas  to  only  4%  of  the  reported  deaths 
and  injuries  related  to  collisions  with  objects  and  assume  that 
10%  of  the  injuries  are  incapacitating,  we  can  make  a  con- 
servative estimate  of  the  accident  costs  per  year  that  are  likely 
related  to  sleep  disorders.  Comprehensive  costs  for  a  death 
($2.89  million),  incapacitating  injury  ($193,000).  and  a  non- 
incapacitating  injun  (S44.(KK))  were  established  by  the  National 
Safety  Council  for  1994.  Estimates  for  sleep-related  deaths 
(496).  incapacitating  injuries  (1,160),  and  nonincapacitating 
injuries  ( 10,440l  when  multiplied  by  the  respective  cost  esti- 
mates listed  previously  total  $2. 11 5  billion.  Not  only  are  lai'ge 
numbers  of  accidents  associated  with  sleep-related  errors  each 
year  but  alsti  many  high-profile,  high-dolku'.  public  catastrophes 
have  been  linked  to  sleep-related  problems.  The  Presidential 
Commission  on  the  Space  Shuttle  Challenger  accident  cited 
the  contribution  of  human  error  and  poor  judgment  related 
to  sleep  loss  and  shift  work  during  the  eai'ly  morning  hours."*" 
RCPs  have  the  potential  to  contribute  to  lowering  overall  acci- 
dent costs  in  our  country  by  identifying  potential  candidates 
for  sleep  studies,  and,  thus,  increasing  the  number  of  patients 
properly  diagnosed  and  treated.  They  can  also  lower  overall 
costs  of  testing  by  establishing  splii-nighi  testing  protocols 
to  diagnose  sleep  apnea  in  the  tlrst  half  of  the  night  and  appK 
an  intervention  such  as  CPAP  or  mechanical  ventilation  in 
the  second  half  of  the  night.  This  allows  for  a  single  night  of 
testing  in  selected  patients  as  opposed  to  incurring  the  cost 
of  a  2-night  study.  Portable  in-home  recording  for  the  assess- 
ment of  obstructi\e  sleep  apnea  may  ha\e  a  role  in  reducing 
overall  ciists.  but  there  is  no  clear  consensus  on  its  use  due 
to  the  lack  of  \  alidaiion  studies  and  the  potential  for  overuse."'- 

Roie  of  RCPs  in  Diagnosing  Pulmonary 
Function  Disorders 

Initial  Assessment 

To  maintain  continuity  and  assure  appropriateness  of  ordeiN. 
RCPs  working  in  pulmonary  laboratories  should  c\aliiale  each 
reciuest  for  testint;.  civimi  consideiation  to  dias:nosis.  med- 


ical history,  and  the  clinical  question  to  be  answered.  Indi- 
cations for  basic  spirometry*^"*"  include  the  need  for: 

1 .  detecting  the  presence  or  absence  of  lung  dys- 
function suggested  by  history  or  physical  indi- 
cators (eg,  age,  smoking  history,  family  his- 
tory of  lung  disease,  cough)  ;uid/or  the  presence 
of  other  abnormal  diagnostic  tests  (eg,  chest 
x-ray,  arterial  blood  gases); 

2.  quantifying  the  severity  of  know  n  lung  dis- 
ease; 

3.  assessing  the  change  in  lung  function  o\er  tinie 
or  following  administration  of  or  change  of 
therapy; 

4.  assessing  the  potential  effects  or  response  to 
environmental  or  occupational  exposure; 

5.  assessing  the  risk  for  surgical  procedures 
known  to  affect  lung  function; 

6.  assessing  impairment  and  disability  (eg,  reha- 
bilitation programs,  legal  reasons). 

Once  the  need  for  spironietn-  has  been  established,  the  RCP 
can  play  an  important  role  in  assessing  initial  test  quality,  using 
standard  effort  and  reproducibility  criteria.'"*'  In  addition  to 
spirometry.  man\  patients  receiving  an  initial  evaluation  may 
benefit  from  obtaining  static  lung  volumes.  Indications  for 
this  procedure  include  the  need:"**** 

1 .  to  differentiate  between  obstructive  iuid  resuic- 
tive  disease  patterns; 

2.  to  assess  response  to  therapeutic  interventions, 
such  as  drugs  or  lobectomy; 

3.  to  aid  in  the  interpretation  of  other  lung  func- 
tion tests; 

4.  to  make  preoperative  assessments  in  patients 
with  compromised  lung  function  when  the 
surgical  procedure  is  known  to  affect  lung 
function; 

5.  to  evaluate  pulmonary  disability; 

6.  to  quantity  the  amount  of  non\  cntilated  lung. 

Effort  and  reproducibilit\  are  important  factors  in  assess- 
ing test  qualit\ .  Standard  criteria  for  making  this  assessment 
are  available  to  the  RCP.**"" 

Bronchial  Provocation  Assessment 

Bronchial  pro\  ocaiion  testing  identifies  and  characterizes 
hyper-responsi\e  airv\ays  by  having  the  patient  inhale  an 
aerosolized  bronchospastic  agonist.  Results  of  spirometn  per- 
formed before  and  after  the  inhalation  of  increasing  con- 
centrations of  the  agonist  quantity  results.  If  results  of  spirom- 
etry are  w  ilhin  normal  ranges  and  the  patient's  diagnosis  is 
asthma  or  the  histon  indicates  wheezing  or  dyspnea  follow  ing 
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environmental  or  occupational  exposure,  a  bronchial  provo- 
cation test  may  be  indicated.  The  RCP  should  be  a\\;ue  of  the 
indications  for  testing  so  that  an  order  can  be  obtained  when 
needed  or  depending  on  specific  laboratory  arrangements,  the 
test  can  be  performed  according  to  a  preapproved  protocol. 
Documented  indications  include:-'--''-' 

1 .  the  need  to  diagnose  or  to  confirm  a  diagno- 
sis of  airway  hyper-reacti\ity  (asthma); 

2.  the  need  to  follow  changes  in  hyper-respon- 
siveness: 

3.  the  need  to  document  the  severity  of  hyper- 
responsiveness: 

4.  the  need  to  determine  who  is  at  risk  in  the  mil- 
itary or  workplace: 

5.  the  need  to  establish  a  control  or  baseline  prior 
to  a  series  of  environmental  or  occupational 
exposures. 

RCPs  should  validate  results  of  bronchial  provocation  test- 
ing by  assuring  thai  spirometry  is  reproducible  and  by  eval- 
uating factors  that  can  affect  results,  such  as  the  recent  use 
of  medications. 

Bronchodilator  Assessment 

If  the  forced  vital  capacity  (FVC).  forced  expiratory  vol- 
ume in  the  first  second  (FEVi ).  or  the  ratio  FEVi/FVC  are 
reduced,  a  bronchodilator  study  may  be  indicated.  By  iden- 
tifying these  abnormalities  during  spirometry,  the  RCP  may 
chose  to  solicit  an  order  for  a  bronchodilator  study  if  wananted 
or  to  proceed  with  testing  if  algorithms  or  protocols  are  in  place 
tliat  allow  the  flexibility  to  detennine  the  need  for  testing.  Inter- 
pretation of  response  to  a  bronchodilator  should  take  into 
account  both  magnitude  and  consistency  of  change.  The  rec- 
ommended criteria  for  response  to  a  bronchodilator  in  adults 
for  FEVi  and  FVC  is  a  12%  improvement  from  baseline  and 
an  absolute  change  of  at  least  0.200  liters.'-*  The  interval 
between  administration  of  the  bronchodilator  and  post- 
bronchodilator  testing  should  be  appropriate  and  uniform  to 
assure  accurate  and  reproducible  results.  For  most  short-act- 
ing 182  agonists,  a  minimal  interval  of  13  minutes  is  recom- 
mended. Subjects  who  use  bronchodilators  should  be  tested 
at  least  4  to  6  hours  after  the  last  use  of  their  inhaled  bron- 
chodilator in  order  to  properly  assess  response  via  pulmonai7 
function  tests. 

Lung  Diffusion  Assessment 

Lung  diffusion  is  measured  by  having  a  subject  inspire  a 
gas  containing  carbon  monoxide  and  one  or  more  tracer  gases 
in  order  to  determine  the  gas  exchange  capacity  of  the  lungs. 
The  most  commonly  used  technique  is  the  single-breath  maneu- 
ver (DLCOsb).  If  the  patient's  total  lung  capacity  is  <  80% 


of  predicted,  a  lung  diffusion  test  may  be  indicated.  The  RCP 
should  assess  the  patient  for  potential  indications  for  a  dif- 
fusion study.  These  indications  include;  ''^''" 

1 .  evaluation  and  follow-up  of  parenchymal  lung 
diseases  associated  with  dusts  (eg.  asbestosis) 
or  drug  reactions  (eg.  amiodarone)  or  related 
to  sarcoidosis: 

2.  evaluation  and  follow-up  of  emphysema  and 
cystic  fibrosis; 

3.  differentiating  among  chronic  bronchitis, 
emphysema,  and  asthma  in  patients  with 
obstructive  patterns; 

4.  evaluation  of  pulmonary  involvement  in  sys- 
temic diseases  (eg.  riieumatoid  arthritis,  sys- 
temic lupus  erythematosus); 

5.  evaluation  of  cardiovascular  diseases  (eg.  pri- 
mary pulmonary  hypertension,  pulmonary 
edema,  acute  or  recurrent  thromboembolism): 

6.  prediction  of  arterial  desaturation  during  exer- 
cise in  chronic  obstructive  pulmonary  disease; 

7.  evaluation  and  quantification  of  disability  asso- 
ciated with  interstitial  lung  disease; 

8.  evaluation  of  the  effects  of  chemotherapy 
agents  or  other  drugs  known  to  induce  pul- 
monary dysfunction; 

9.  evaluation  of  hemorrhagic  disorders. 

Test  reliability  should  be  e\aluated  by  the  RCP  accord- 
ing to  published  standards.'  In  addition  to  proper  procedu- 
ral technique,  the  subject  should  have  refrained  from  smok- 
ing for  24  hours  prior  to  testing,  and  coirections  for  hemoglobin 
and  carboxyhemoglobin  should  be  made. 

Exercise  Testing  Assessment 

Exercise  testing  may  be  perfomied  to  detennine  the  degree 
of  oxygen  desaturation  and/or  hypoxemia  that  occurs  on  exer- 
tion. RCPs  should  assess  key  elements  of  the  patient's  his- 
tory, such  as  dyspnea  on  exertion  or  abnonnalities  in  selected 
pulmonary  function  tests  (eg.  decreased  diffusing  capacity) 
when  determining  whether  to  suggest  to  the  attending  physi- 
cian that  an  exercise  test  may  be  indicated.  Many  pulmonaiy 
laboratories  do  not  have  protocols  that  allow  the  RCP  to  con- 
duct a  stress  test  without  a  specific  physician  order.  In  addi- 
tion to  authorizing  the  order,  a  physician  trained  in  exercise 
testing  may  be  required  to  be  present,  based  on  patient  con- 
dition and  hospital  policy.-  Specific  indications  for  exercise 
testing  include;-''''*' 

1 .  the  need  to  assess  and  quantify  the  adequacy 
of  arterial  oxyhemoglobin  saturation  during 
exercise  in  patients  who  are  clinically  suspected 
of  desaturation  (eg.  dyspnea  on  exertion,  de- 
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creased  diffusing  capacity,  decreased  arterial 
oxygen  saturation  at  rest): 

2.  the  need  to  quantitate  tiie  response  to  thera- 
peutic intervention  (eg,  oxygen  prescription, 
medications,  sinoi^ing  cessation); 

3.  the  need  to  titrate  the  optimal  amount  of  sup- 
plemental oxygen  to  treat  hypoxemia  or  desat- 
uration  during  activity: 

4.  the  need  for  preoperative  assessment  for  lung 
resection  or  transplant; 

5.  the  need  to  assess  the  degree  of  impairment 
for  disability  evaluation  (eg,  pneuiuoconio- 
sis,  asbestosis). 

Test  results  should  be  validated  by  the  RCP  according  to 
published  standards.-  In  addition,  an  assessment  of  test  qual- 
ity should  be  conducted.  Arterial  blood  gases  and/or  oxy- 
gen saturation  measurements  should  confirm  or  rule  out  oxy- 
gen desaturation  during  exercise  to  validate  the  patient's 
clinical  condition.  Documentation  of  results,  therapeutic  inter- 
ventions, and/or  clinical  decisions  based  on  the  results  of  the 
exercise  test  should  be  placed  in  the  patient's  medical  record. 
Lastly,  the  exercise  test  should  have  a  symptom-liinited  or 
physiologic  end  point  documented  (eg,  heart  rate  or  onset 
of  dyspnea). 

Financial  Incentives 

There  are  some  specific  financial  incentives  to  encourage 
the  invoKement  of  the  RCP  in  diagnosing  pulmonary  func- 
tion disorders.  By  performing  as  a  'front-line  gatekeeper"  and 
informing  the  physician  regarding  the  necessity  and  appro- 
priateness of  various  tests,  cost-savings  may  occur.  By  elim- 
inating unnecessary  tests,  costs  are  decreased.  Conversely, 
by  suggesting  tests  that  lead  to  a  diagnosis  that  might  otherwise 
have  been  missed,  treatment  me)dalities  can  be  initialed  that 
may  result  in  decreased  use  of  emergency  room  or  inpatient 
facilities,  thus  reducing  overall  costs.  .Subjecting  patients  to 
unnecessaiy  or  inappropriate  tests  may  lead  to  complications 
that  can  also  be  costly.  For  example,  administering  metha- 
choline  to  a  patient  who  has  reacted  to  the  diluent  may  lead 
to  status  asthmaticus,  v\  hich  may  require  costiv  intervention 
that  could  ha\  e  been  avoided  by  appropriate  screening. 

Future  Models  &  Career  Opportunities 

The  conventional  model  for  RCPs  in  past  years  included 
receiving  an  order  from  a  physician  to  pro\'ide  treatiuent  pri- 
marily to  hospitalized  patients.  This  therapy  was  task-oriented 
and  emphasized  the  treatment  of  disease  rather  than  the  pro- 
motion of  health.  However,  health  care  change  is  occurring 
at  a  rapid  pace  and  new,  more  effective  models  for  RCPs  are 
being  developed.  These  models  are  focused  on  empowennent 
of  RCPs  through  assessment  and  treatment  programs  or  the 


use  of  some  other  form  of  protocol,  guideline,  or  pathway  of 
care.*"  **  Under  these  models,  the  RCPs  role  is  a  value-added 
service  to  numerous  types  of  organizations  across  the  con- 
tinuinn  of  care,  such  as  subacute  care,  home  care,  and  physi- 
cian offices."'"'*  To  be  successful.  RCPs  must  demonstrate 
value  by  combining  cognitive  skills  with  technical  expertise 
to  reduce  costs,  improve  quality,  or  enhance  access  to  care.^'-'o 
This  may  involve  conducting  demonstration  projects  to  prove 
value  through  quantitative  methodology.' '  Future  models  of 
health  care  will  focus  more  on  prevention  as  the  financial  incen- 
tives in  our  system  change.  It  also  appears  that  disease  man- 
agement of  specific  high-cost  populations  such  as  asthma  may 
be  the  critical  bridge  between  health  promotion  and  the  effec- 
tive, cost  conscious,  coordination  of  care.  Implementation  of 
such  systems  has  been  slow  but  seems  to  fit  the  luture  model 
of  health  care.'- 1  believe  that  opportunities  will  be  plentiful 
for  RCPs  with  the  skills  and  the  mindset  to  peifomi  effectively 
within  these  new  health  care  delivery  models. 

Summary 

RCPs  possess  the  necessary  patient  assessment  and  edu- 
cation skills  to  play  an  impoilant  role  in  the  diagnosis  of  car- 
diopulmoniu-y  disease.  Many  RCPs  have  established  specific 
assess-and-treat  programs  or  have  developed  protocols  based 
on  established  clinical  practice  guidelines  that  allows  them 
the  flexibility  to  assist  the  physician  as  a  gatekeeper  of  resource 
utilization.  These  programs  are  aligned  with  the  incentives 
of  the  cuiTcnt  and  anticipated  health  care  financial  models  in 
our  country.  RCPs  can  be  valuable  resources  to  physicians 
not  only  through  utilization  control  but  also  through  the  val- 
idation and  reporting  of  diagnostic  test  results.  These  reports 
include  results  of  specific  therapeutic  interventions  that  were 
applied  and  suggestions  for  other  possible  interventions  as 
they  relate  to  the  patient's  condition.  To  be  effective  in  future 
health  care  models.  RCPs  must  be  prepared  and  willing  to 
demonstrate  \  aliie  to  numerous  types  of  services  and  orga- 
nizations across  the  entire  continuum  of  care. 
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Discussion 

Blonshine:  Kevin,  may  I  gi>  ahea(J  and 
add  some  other  roles  that  1  think  may  be 
applicable  to  diagnostics?  It  is  impor- 
tant that  these  are  considered  in  the  con- 
sultant role.  Utilization  control  is  e,\- 
tremely  important  in  the  outpatient 
setting.  I  think  most  of  us  appreciate  that 
spirometi7  is  pert'omied  in  multiple  set- 
tings by  a  variety  of  p)ersonnei.  primarily 
non-RCPs.  Partof  theresponsihility  we 
carry  in  diagnostics  is  to  help  laise  the 
level  of  care  and  appropriate  perfor- 
mance of  spirometry  as  well  as  other 
testing  in  all  those  settings  where  it  is 
performed.  We  have  a  place  as  educa- 
tors in  altemate  sites  of  deli\eiy.  We  can 
also  play  a  role  in  appropriate  utiliza- 
tion of  diagnostics  in  multiple  settings. 

Shrake:  Sue  (Blonshine).  how  do  )'ou 
deal  with  physicians  and  administrators 
who  say  "At  this  point  we  don't  want 
to  conuol  utilization  through  pulmoniuA 
monitors  for  two  reasons.  One  is  we 
won't  make  as  much  money,  primarih 
because  we  would  be  dealing  with  a 
decreased  number  of  tests."  That's  the 
administrators.  From  the  ph\sician"s 
standpoint,  "I  don't  have  the  confidence. 


even  in  myself,  at  tiines,  to  know  exactly 
what  tests  each  individual  patient  needs. 
It's  more  costly  to  send  that  patient  back 
to  the  lab  for  additional  tests  than  it  is 
to  do  them  all  the  first  time." 

Blonshine:  First,  Kevin,  appropriate  uti- 
lization may  not  always  result  in  fewer 
tests.  Additionally,  the  cost  savings  may 
be  realized  in  length  of  stay  or  decreased 
visits  to  the  health  care  system.  Our 
tippi'oach  is  to  carefully  select  tests  based 
on  clinical  indicatit)ns.  clinical  presen- 
tation of  the  patient,  and  a  great  deal  of 
communication  with  our  physicians. 
And,  w  e're  taking  care  of  patients.  The 
costs  are  not  just  associated  with  w  hat's 
done  in  the  pulmonars  laboratory .  but 
the  costs  are  associated  w  iih  bringing 
the  patient  back  into  the  hospital  setting, 
repeating  the  admitting  process,  gen- 
erating another  bill.  and.  potentially,  lost 
work  tiine  for  the  patient.  So.  it  is  impor- 
tant to  realize  that  the  costs  are  just  not 
exclusive  to  the  Pulmonary  Laboratory, 
antl.  1  belicv  c.  w  hen  \ihi  look  at  all  the 
costs  and  talk  with  administration,  that 
they  lU'e  likely  to  see  it  more  from  a  cost 
perspective.  We  ha\  e  ne\  er  done  w  hal 
I  wotild  term  "packaged  testing"  in  our 
laboratory .  (Packaged  testing  is  genenilly 


a  group  of  tests  that  are  performed  re- 
gardless of  diagnosis  or  clinical  indi- 
cation. )  Otir  philosophy  has  alw;i\s  been 
that  all  testing  should  be  performed  in 
relation  to  patient  presentation  and  clin- 
ical indication.  There  are  m.my  labs  that 
cuiTcntly  do  what  1  temi  packaged  test- 
ing. We  have  some  limited  experience 
v\ith  this  through  a  merger  process. 
Through  the  merger,  we  re\  iewed  100- 
1 50  charts  where  the  standard  of  care 
was  pre-  and  postbronchodilator  for 
every  patient.  Only  a  small  number  of 
these  patients  responded  to  broncho- 
dilator  based  on  ctiirent  .ATS  stantiards. 
1  think  it  is  important  for  us  to  criticallv 
review  this  information  in  relation  to 
patient  outcome.  Is  there  a  response  to 
the  dierapeutic  inten ention  w hen  we  do 
ahostoftests,  regardless  of  clinical  indi- 
cation.' I  believe  the  real  issue  is  pei- 
fonning  the  right  test  on  the  nght  ptitient 
at  the  right  time. 

.Shrake:  .Along  the  lines  of  how  much 
monev  we're  making,  w hal  1  lr\  to  tell 
my  adminisiialive  colleagues  when  we 
do  an\  of  ihese  programs,  w  hether  it  be 
protocols  in  the  pulmonary  lab  or  case 
management  or  keeping  asthmatics  out 
of  the  hospital,  is  that  the  financial  envi- 
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ronment  is  mo\ing  very  quickly,  and  we 
have  to  continue  to  focus  on  doing  the 
'right  thing"  for  the  patient.  If  we  do  the 
right  thing  for  the  patient,  sooner  or  later 
the  financial  models  will  catch  up  with 
that.  We  don't  necessarily  want  to  do 
that;  sometimes  we  can  'shoot  ourselves 
in  the  foot.'  We  don't  want  to  go  totally 
off  the  deep  end  when  we're  still  mak- 
ing money  bringing  people  into  the  hos- 
pital, and  empty  out  the  hospitals.  But 
we  certainly  have  to  have  those  mech- 
anisms in  place  that  make  sense  for  what 
the  patient  needs  and  then  what's  going 
to  fit  these  future  capitation  models. 

Blonshine:  By  doing  things  by  clinical 
indication,  what  we've  done  has  actu- 
ally increased,  not  decreased,  our  busi- 
ness. We  have  therapists  working  in  sev- 
eral sites  outside  of  the  hospital  setting. 
We  lease  therapists  to  a  clinic  setting. 
So  there's  a  lot  of  other  models  that  will 
actually  'grow'  the  therapist  outside  of 
the  pulmonary  lab,  and  it's  a  win-win 
situation.  It's  quality  testing  for  the  clin- 
ics, and  it's  also  good  for  the  therapists. 

Shrake:  I  got  a  call  from  a  large  multi- 
specialty  clinic  in  our  city.  They  had 
three  pulmonologists  who  had  antiquated 
pulmonary  function  equipment  in  their 
office,  and  they  wanted  to  replace  it.  So. 
they  asked  me  for  my  recommendation 
on  equipment.  I  gave  them  a  recom- 
mendation, but  at  the  same  time  I  asked 
them  "Wouldn't  you  like  to  have  some- 
body to  run  these  tests  for  you?"  Of 
course  they  were  very  much  opposed  to 
that.  They  had  been  doing  these  pro- 
cedures for  the  last  20  years,  and  why 
would  they  need  our  sen.  ices?  So  what 
I  did  was  challenge  them  by  saying  "I 
will  give  you  a  therapist  at  cost  plus  the 
benefit  time  for  1/2  day  a  week  in  your 
clinic,  and  they'll  do  the  pulmonary 
function  studies  for  you  and  then 
develop  appropriate  protocols.  The  otlier 
4  1/2  days  of  the  week,  keep  doing  what 
you'\'e  been  doing.  Tliat  will  free  up  that 
LPN  (licensed  practical  nurse  I  for  some 
other  clinic  duties  so  she  can  get  in- 
volved in  other  clinic  things  again,  and 
you  can  assess  tlie  results."  It  took  about 


I  1 12  years  to  go  from  1  /2  day  a  week 
with  I  person  to  2  part-time  people  pro- 
viding 5-day-a-week  coverage.  Now 
we're  doing  pulmonary  function  stud- 
ies, pulse  oximetry,  exercise  testing  and 
EKGs,  and  the  allergy  skin  testing — all 
of  those  things  that  respiratory  practi- 
tioners can  do.  once  given  the  oppor- 
tunity. That's  where  the  demonstration 
project  value  comes  into  play  because 
this  was  one  thing  I  was  able  to  do  just 
to  get  a  foot  in  the  door,  at  relatively  low- 
cost  to  our  institution  and  relatively  low 
cost  to  this  group.  We  need  to  tap  into 
monies  available  through  various  foun- 
dations— the  ARCF  and  other  groups — 
to  obtain  money  to  do  other  demon- 
strations that  show  similar  need. 

Kester:  Along  the  line  of  patient- 
focused-care  tliinking.  in  tlie  hospital  set- 
ting. I  wonder  if  anybody  is  taking  pul- 
monary function  testing  equipment  for 
PFT  screening  to  the  patient's  bedside 
as  opposed  to  trundling  patients  down 
hallways  to  the  pulmonar)'  function  lab. 
Is  that  something  that  anybody  foresees 
as  being  feasible  in  the  future? 

Brougher:  Ray.  we  did  tliat  20  years  ago! 

Masferrer:  In  line  with  that,  it  is  very 
satisfying  to  hear  that  RCPs  are  per- 
forming diagnostic  procedures.  But  what 
is  hard  for  me  to  understand  is  how  is 
this  going  to  fit  with  the  traditional  per- 
sonnel in  the  pulmonary  labs.  Until  now, 
we  have  a  system  for  credentialing  res- 
piratory care  practitioners  and  another 
system  for  credentialing  pulmonary  lab 
technologists.  Is  this  necessary  or  do  you 
see  the  day  when  one  credential  will  sat- 
isfy both  needs? 

Shrake:  I  think  you  are  talking  about 
people  who  are  technicians  who  perform 

technical  studies  versus  professionals. 
I  personally  think  that  many  pulmonary 
labs,  certainly  the  indi\  iduals  whom  I 
have  come  in  contact  with  through  the 
Clinical  Guidelines  process,  in  some 
ways  have  been  ahead  of  the  general 
tloor  cai'e  for  a  long  time.  Tliey  base  had 
guidelines  and  protocols  in  place  for 


such  things  as  methacholine  for  a  long 
time.  It  has  been  nomial  to  actually  use 
their  heads  and  determine  what  a  patient 
needs  and  then  notify  the  physician.  In 
many  situations,  they  had  a  real  close 
working  relationship  witli  a  group  of  pul- 
monologists, closer,  sometimes,  than 
what  you  get  on  the  general  floors.  So, 
I  think  we're  already  in  pretty  good 
shape,  actually,  in  most  labs,  and  now 
it's  a  matter  of  giving  those  people  the 
skills  to  continue  to  assist  physicians  in 
accurate  diagnoses  and  then  moving 
those  skills  out  to  other  care  sites. 
Because  there  are  a  lot  of  labs  out  there 
in  physicians'  offices  and  other  locations 
that  often  do  testing  of  pretty  poor  qual- 
ity. We  found  that  out  when  we  helped 
this  one  large  multispecialty  clinic  that 
I  mentioned  previously. 

Blonshine:  It's  the  same  way  in  indus- 
try. If  you  look  at  the  quality  of  testing 
in  industry,  probably  about  50%  of 
what's  performed  is  valid  testing.  So. 
there's  just  a  huge,  huge  environment 
for  us  to  have  an  influence  and  improve 
the  quality  of  care. 

Lawrence:  I  almost  hesitate  to  say  this, 
because  somebody's  going  to  turn 
around  and  say  "Report  it."  and  I  don't 
know  where  we'd  find  all  the  time  for 
this.  But.  I  have  responsibility  for  our 
pulmonary  laboratory,  too.  One  of  the 
tilings  that  we  do  is  to  go  out  on  tlie  floor 
to  do  the  4;  00  AM  spirometry  for  the  doc 
who  forgot  to  do  it  before  he  takes  his 
patient  to  surgery.  One  of  the  things 
that's  been  interesting  in  our  environ- 
ment (and  I  don't  think  that  we're  any 
different  from  anybody  else)  is  the  Bay- 
lor Health  Care  System  is  making  strong 
efforts  toward  providing  care  across  a 
large  geographic  area.  We  have  a  sys- 
tem of  senior  care  centers  and  primary 
care  centers.  One  of  the  things  we've 
done  is  to  go  into  the  senior  care  cen- 
ters and  put  an  RRT  or  RPFT  in  that 
senior  care  center  a  half  a  day  (right  now 
it's  a  half  a  day  once  a  month )  in  each 
center.  When  she  is  in  the  senior  care 
center,  she  does  spirometiy:  she  teaches 
MDI  technique;  she  does  a  little  ambu- 
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lation  with  the  oximeter  in  hand — some 
very  simple,  reahstic  things  that  trans- 
late into  the  value  the  therapist  can  have. 
We  don't  make  a  lot  of  money  at  it, 
there's  no  doubt.  But  we  are  certainly 
providing  a  service  for  our  senior  health 
care  center  for  those  groups  of  patients. 
and,  of  course,  the  goal  of  the  senior 
health  care  center  in  our  system  is  to 
have  those  people  stay  in  their  com- 
munities and  not  come  down  to  big  Bay- 
lor in  the  middle  of  downtown  Dallas 
in  that  intimidating  env  ironment.  So,  we 
have  to  go  to  them,  just  like  we  do  on 
the  floor. 

Shrake:  1  think  that  is  an  excellent  point. 
Even  in  the  area  that  I'm  in.  a  city  of 
100.000  people,  we  deal  with  a  lot  of 
farming  communities  of  2.000  or  3.000 
people  in  the  Midwest.  Coming  to  you 
in  the  big  city  is  a  major  event  for  them. 
One  of  the  things  that  we've  done  to 
work  with  that  situation  in  diagnosing 
sleep  disorders,  was  to  purchase  a 
portable  sleep  unit  that  can  be  linked  via 
telephone  lines  to  our  main  frame  com- 
puter in  Springfield.  We  can  perfomi  the 
same  quality  of  diagnostic  study  in  a 
remote  site  as  we  do  in  our  lab.  What 
we've  done  is  offer  that  to  2  facilities 
30  miles  away  in  either  direction. 
They're  each  doing  the  te.sting  a  couple 
of  nights  a  week,  so  they  can  bring  their 
patients  into  their  own  hospital.  They 
can  see  their  own  primary  care  physi- 


cian; they  can  get  a  high-quality  study 
in  their  own  facility:  and  they  can  get 
a  pulmonologist  with  polysomnography 
certification  who  actually  reads  that 
study.  If  we  can  take  high  quality  and 
put  it  out  into  remt)te  sites,  we're  doing 
ourselves  a  service.  I'm  not  sure  we're 
doing  ourselves  a  service  by  the  pro- 
liferation of  portable  testing  through  var- 
ious home-care  agencies  and  so  on.  w  ith 
some  very  unskilled  people. 

Giordano:  There  was  a  question  ear- 
lier about  How  do  we  get  involved  with 
the  occupational  environments?  I've  al- 
ways felt  that  pulmonary  diagnostics  is 
the  best  way.  A  lot  of  pulmonary  labs 
still  probably  do  employment  screenings 
for  large  employers.  Yesterday  we  heard 
and  realized  that  large  employers  are 
driving  the  bus  with  regard  to  changes 
in  the  health  care  system.  So  it  would 
seem  to  me  it  would  he  a  fairly  natural 
follow-on  to  have  pulmonary  diagnostics 
capabilities  offered  by  qualified  respi- 
ratory ciire  practitioners  interfaced  with 
large  compiuiies.  perhaps  even  under  the 
subspecialty  carve-outs  that  people  are 
talking  about.  Certainly,  one  of  tlie  things 
we're  going  to  want  to  do  with  disease- 
state  managemenl  eventually — we 
haven't  talked  about  it  yet — is  disease 
population  management.  One  of  the 
ways  to  m;mage  those  people  is  by  mon- 
itoring their  condition.  So  it  seems  the 
next  step  beyond  personal  assessment 


will  be  to  perform  physiologic  mea- 
surements. Has  there  been  any  marketing 
like  that  to  the  large  employers? 

Mathews:  The  University  of  Kansas 
just  received  a  multimillion  dollar  grant, 
through  our  occupational  health  group 
chaired  by  a  pulmonologist.  They've 
purchased  an  air-conditioned  18-vvheel- 
er  that  is  being  renovated  for  a  mobile 
occupational  medicine  clinic  that  will 
be  going  out  to  sites.  One  of  the  ser- 
vices to  be  offered  is  pulmonary  func- 
tion screening.  In  the  same  vein.  I  got 
a  call  the  day  before  1  came  down  here 
from  somebody  asking  if  we  could  fit 
their  respirator  to  them.  I  asked  "What 
do  you  mean,  fit  your  respirator?"  He 
said,  "The  thing  that  we  use  in  the 
industry" — the  other  type  of  respira- 
tor. We  found  that  there  really  isn't  any- 
body out  there  fitting  those.  We're  talk- 
ing to  our  occupational  medicine  group 
right  now  about  offering  that  service 
and  doing  some  screenings — radon 
screenings,  for  example. 

Blonshine:  Kevin  (Shrake)  suggested 
demonsUation  projects  earlier.  This  may 
be  one  of  the  areas  where  as  an  Asso- 
ciation we  can  demonstrate  the  value  of 
the  RCP  in  industiy  for  diagnostics,  pre- 
vention, wellness,  and  disease  man- 
agement. There  is  certainly  a  significant 
opportunity  for  the  RCP  to  sa\  e  indus- 
try money ! 


43'^''  International  Convention  &  Exhibition 
December  6-9  •  New  Orleans,  Louisiana 
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Introduction 

With  increasing  public  and  governmental  attention  being 
paid  to  inealth  care  costs,  important  changes  are  occurring  in 
health  care  delivery.  The  evolution  and  promotion  of  an  entre- 
preneurial model  for  health  insurance  in  the  United  States  has 
created  demands  for  reduced  costs  and  a  smaller  health  care 
work  force.  Large  prepaid  indemnity  plans  (health  mainte- 
nance plans)  are  able  to  bargain  for  the  lowest  price  for  ser- 
vices and  extract  profits  from  health  care  premiums  for  com- 
pany stockholders.  This  real-cost  competition  has  affected 
all  sectors  of  the  health  care  industry.  The  unchecked  trend 
to  acquire  the  latest  high  technology  and  the  subspecializa- 
tion  of  health  care  providers  at  all  levels  is  being  replaced  with 
provision  of  usual  care  by  generalists.  Prevention  and  con- 
trol of  hospital  admissions  is  implicit  in  the  financial  strate- 
gies of  managed  care  plans. 

Pressure  to  change  is  being  felt  at  all  levels.  Physician  spe- 
cialization is  being  discouraged  by  increasing  medical  stu- 
dent exposure  to  primary  care  and  linking  medical  school 
financial  support  to  producing  increased  numbers  of  gen- 
eral practitioners.'-*  Advanced  residencies  (specialization) 
may  no  longer  be  financially  supported  by  the  federal  gov- 
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ernment.  Payment  to  teaching  physicians  is  being  curtailed, 
and  academic  institutions  are  being  prosecuted  for  fraud  based 
on  poor  documentation  for  billed  services  provided  by  appro- 
priately supervised  physicians-in-training.  This  has  created 
a  chill  in  academic  circles,  and  the  attraction  of  becoming 
a  medical  teacher  is  diminishing.  Many  residencies  and  some 
medical  schools  are  closing  as  payment  schemes  evolve.  Tasks 
traditionally  performed  by  physicians  and  nurses  are  being 
assumed  by  other  individuals.  Health  care  providers  in  all 
disciplines  are  out  of  work.  Highly  skilled  ntirses  and  res- 
piratory care  practitioners  have  lost  jobs  due  to  institutional 
'downsizing.''**  This  is  an  industry-wide  issue;  no  geographic 
luea  of  the  country  or  practice  arena  in  the  hospital  is  immune 
to  these  pressures.  Work  redesign  and  "working  smarter"  are 
the  "buzz  words"  in  this  new  environment.  Those  practitioners 
linked  to  high-cost  technology  may  be  at  increasing  risk  of 
need  for  change.  Doing  the  same  thing,  even  if  done  with 
fewer  people,  is  not  going  to  guarantee  a  secure  future  for 
any  health  care  professional  group.  Respiratory  therapy  is 
one  profession  in  this  uncomfortable  position.  Change  is  nec- 
essary for  survival. 

Provision  of  critical  care  services  is  a  costly  activity  for 
a  hospital.  It  is  estimated  that  20-407f  of  the  entire  hospital 
budget  is  spent  on  services  to  the  critically  ill.  Mechanical 
ventilation  is  commonly  needed  in  critically  ill  patients.  Many 
respiratory  therapy  departments  are  heavily  or  entirely  vest- 
ed in  mechanical  ventilation  provided  in  the  intensive  care 
setting.  Although  the  quality  of  mechanical  ventilation  ser- 
vices is  enhanced  by  having  a  respiratory  care  professional 
at  the  bedside,  other  (less  well-trained,  and  possibly  less  well- 
paid)  caregivers  are  providing  some  or  all  aspects  of  respi- 
ratory CLu-e  when  this  staffing  change  reduces  the  hospital  costs 
and  does  not  measurably  decrease  quality  of  respiratoiy  care. 
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Job  security  for  the  respiratory  care  practitioner  (and  the  res- 
piratory therapy  department)  depends  on  an  expanded  role 
to  encompass  other  activities  of  the  organization  that  can 
reduce  institutional  costs.  In-patient  hospital  care  is  the  most 
expensive  care.  As  much  care  as  possible  is  being  moved  out 
of  the  hospital. 

Basic  to  the  change  that  hospitals  are  undergoing  is  ar- 
ranging for  fewer  people  to  care  for  more  patients.  A  bene- 
fit to  the  individual  caregiver  of  this  change  is  the  decreased 
call  to  perform  less  "unnecessary"  (non-clinical)  work.  Effi- 
ciency must  increase  if  the  hospital  is  to  survive.  The  respi- 
ratory care  practitioner  can  no  longer  survive  by  monitoring 
mechanical  ventilation  in  individual  patients  and  implementing 
explicit  orders  from  physicians.  The  respiratory  care  pro- 
fessional must  perform  patient  assessment  at  higher  levels, 
manage  groups  of  patients,  supervise  respiratory  care  plans, 
develop  critical  pathways  and  protocols,  and  prevent  prolonged, 
avoidable  mechanical  ventilation  episodes  in  ho.spital  patients. 
In  addition,  the  respiratory  care  professional  and  his  depart- 
ment need  to  collect  the  data  to  support  the  worth  and  effi- 
ciency of  provided  sei-vices.  The  new  health  care  environment 
demands  that  individual  components  of  the  delivery  system 
function  together  to  provide  seamless  care  as  one  continuum."' 
Overcoming  the  bairiers  to  this  model  is  a  daunting  task  for 
institutions  and  indi\'iduals. 

The  Vision  of  a  Healtti  Care  Continuum 

Because  integration  of  individual  institutions  into  coop- 
erative care  delivery  systems  is  necessary,  integration  within 
component  organizations  must  also  occur.  Intensive  care  units 
can  no  longer  be  viewed  in  isolation  from  the  rest  of  the  hos- 
pital. Hospitals  must  see  themselves  as  part  of  a  system  in 
which  groups  of  patients  ;ue  provided  health  care.  Institutions 
are  combining  resources  to  reduce  unnecessary  market  com- 
petition and  achieve  savings  of  .scale  and  reduction  of  redun- 
dancy. Home  health,  skilled  nursing  homes,  outpatient  clin- 
ics, and  the  hospital  must  achieve  integration,  focusing  on 
the  needs  of  patients  (or  a  population  of  patients)  rather  than 
on  marketing  an  expensive  (unnecessary?)  service.  The  pa- 
tient's disease  must  lake  center  stage  and  care  must  be  effi- 
ciently provided  in  the  most  appropriate  area  of  the  system.'" 
The  patient's  satisfaction  w  ith  his  or  her  care  is  an  important 
aspect  that  is  to  be  used  in  defining  the  quality  of  care  deliv- 
ered." Dissatisfaction  with  poor  communication,  duplication 
of  services,  scheduling  delays,  and  patient  inconvenience  ;ire 
frequently  voiced  concerns  with  the  current  system  of  care. 
Meeting  these  concerns  continues  to  be  challenging  to  the 
evolvine  svstems. 


of  health  care  workers.  To  be  successful,  respiratory  care  pro- 
fessionals need  to  expand  their  view  of  their  care  domain. 
One  way  to  do  this  is  through  respiratory  disease  management. 
Disease  management  is  an  approach  to  identifying  a  specific 
subpopulation  of  patients  at  high  risk  for  undesirable  outcomes 
and  intervening  to  modify  that  risk.'-'"  It  is  a  way  to  reduce 
the  need  for  expensive  therapy  by  using  less  expensive  (pro- 
phylactic) treatments.  It  can  also  mean,  having  nonphysicians 
make  changes  in  individual  patient  management  without 
directly  involving  the  primary  physician.  An  example  of  this 
approach  is  the  phamiacist's  substituting  an  equally  effective 
but  less  expensive  drug  in  treatment  of  hypertension  orgas- 
tfoesophageal  reflux.  This  is  often  done  within  a  protocol  offer- 
ing several  equally  effective  choices  but  leaving  the  specific 
choice  to  the  phamiaci.st."'  Some  managed  care  plans  require 
that  participating  physicians  agree  to  this  form  of  medication 
substitution  as  a  condition  of  participation. 

Disease  management  is  a  comprehensive,  integrated 
approach  to  care  luid  reimbursement  based  on  the  natural  course 
of  a  disease.  Treatment  is  designed  to  address  the  illness  by 
maximizing  the  effectiveness  and  efficiency  of  care  deliveiy. 
Prevention  and  aggressive  treatment  during  episodes  of  care 
are  the  underpinnings  of  this  approach.  Integration  of  care  for 
high-risk  patients  across  all  settings  is  required  for  succes.s- 
ful  disease  management.  Early  detection,  prevention  of  unde- 
sirable episodes  (ie.  hospital  admission.  ICU  admission),  and 
effective  and  efficient  care  iire  the  goals  ofdisea.se  management. 
Many  chronic  diseases  lend  themselves  to  this  management 
approach,  including  diabetes  mellitus.  chronic  obstructive  pul- 
monary disease,  asthma,  high-risk  pregnancy,  ischemic  heart 
disease,  congestive  heart  failure,  stroke,  and  depression. 

The  tools  of  disease  management  are  extended  care  paths 
(across  multiple  sites),  protocols,  patient  care  guidelines,  algo- 
rithms, case  management,  and  management  teams.  The  focus 
t)f  disease  management  is  truly  integrated  care  across  all  sites 
of  care,  optimizing  the  management  e)f  the  population,  rather 
than  optimizing  the  indiv  idual  components  such  as  doctors" 
offices,  hospitals,  and  home  health.  Disease  management 
involves  examining  and  modifying  the  interactions  of  the  sep- 
arate sites  of  care  and  seeks  to  improve  the  population  out- 
come. The  charge  of  the  disease  management  team  is  to  see 
"the  forest  not  the  trees."  to  change  the  focus  to  superior  health 
care  not  superior  sickness  treatment.  The  philosophy  is  man- 
aged health  not  managed  care.  I  believe  that  in  times  of  finan- 
cial constraint,  disease  management  offers  the  health  care 
provider  a  medically  reasonable  approach,  looking  for  a  ratio- 
nal distribution  of  resources  rather  than  rationing  of  care. 

Disease  Management  &  Respiratory  Care 


Disease  Management 

Tliis  change  in  rcv\  aid  system  and  our  w  ay  of  thinking  about 
health  care  requires  some  profound  changes  in  the  behavior 


TTie  concepts  anil  tools  of  disease  management  are  not  new 
to  respiratory  care.  Development  of  protocols  and  care  paths 
in  respiratory  conditions  is  occurring  with  great  frequency. 
The  profession  has  established  practice  guidelines  based  on 
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scientific  evidence  and  peer  review.'^  -'  Evaluations  of  the 
effects  of  changes  in  management  on  populations  of  patients 
have  frequently  been  published  in  RESPIRATORY  CARE.  Patient 
self-management  has  been  a  continuing  focus  of  the  respi- 
ratory' care  community.--  RCPs  and  the  respiratory  care  pro- 
fession are  ideally  situated  to  contribute  to  and  benefit  from 
a  mo\'e  to  disease  management.  The  major  barrier  to  fully 
embracing  this  approach  is  the  lack  of  functional  integration 
of  all  sites  in  which  health  care  services  are  provided.  Sin- 
gle depiirtments  nirel>'  have  sole  responsibility  for  home  health 
care,  skilled  nursing  homes,  physicians'  offices,  and  hospi- 
tal care.  Functional  integration  with  the  ability  to  deploy  res- 
piratory care  resources  across  the  entire  spectrum  is  a  nec- 
essary goal  for  which  to  strive. 

Regardless  of  whether  an  organization  embraces  disease 
management  as  a  quality  and  cost  control  strategy,  the  con- 
cepts of  disease  management  can  be  used  to  improve  patient 
care  and  reduce  costs  within  acute  care  hospitals.  Respiratory 
disease  management  strategies  fit  logically  with  respiratory 
care  practice  patterns.  Respiratory  issues  are  important  cost- 
drivers  in  management  of  many  non-respiratory  diseases.  Res- 
piratory care  professionals  should  be  p;ul  of  the  planning  pro- 
cess for  disease-focused  care.  Therapists  must  embrace 
integration  of  respiratory  care  services  across  the  continuum 
of  care  no  matter  what  their  home  base  is. 

Management  of  ICU  Admissions 

In  the  acute  care  hospital,  prevention  of  avoidable  ICU 
admissions  can  save  institutional  resources.  Because  many 
patients  are  admitted  to  an  ICU  after  respiratory  deteriora- 
tion on  a  general  care  nursing  unit,  involvement  of  the  RCP 
in  pulmonary  assessment  and  care  outside  the  ICU  should 
assume  a  high  priority.  Instead  of  spending  all  of  his  time  and 
effort  in  the  ICU.  the  therapist  can  manage  respiratory  fail- 
ure by  preventing  ICU  admissions.  This  can  be  done  by 
prospectively  identifying  patients  at  risk  of  respiratory  fail- 
ure and  inter\ening  v\ ith  less  invasive  techniques,  possibly 
prexenting  the  need  for  mechanical  ventilation.  For  those 
patients  needing  ICU  care,  early  identification  and  treatment 
of  respiratory  failure  should  result  in  a  shorter  ICU  stay,  shorter 
stay  in  the  hospital,  and  better  survival.  By  thinking  of  the  con- 
tinuum of  care  sites,  each  individual  therapist  can  expand  his 
role  to  one  of  respiratory  disease  management,  the  intent  being 
to  avoid  preventable,  higher  cost  care,  and  to  impro\e  patient 
outcome  by  intervening  earlier. 

One  high-risk  group  of  patients  is  those  discharged  from 
an  ICU.  Many  are  recovering  from  respiratory  failure  and  may 
require  ICU  re-admission.  ICU  re-admission  is  expensive  and 
carries  a  high  nsk  of  mortality.  Franklin  and  Jackson-'  exam- 
ined 36  re-admissions  to  a  medical  ICU  and  found  a  mortality 
of  SS'/r  compared  to  12%  mortality  of  all  medical  ICU  patients. 
Rubins  and  Moskowitz-"*  reported  a  16%  unexpected  re-admis- 
sion rate  or  death  in  a  seneral  care  unit  after  discharge  from 


a  medical  ICU.  There  was  a  57%  mortalits  rate  in  these  patients. 
Respiratory  problems  were  responsible  for  most  of  the  re- 
admissions  in  this  study. 

Baigelman.  Katz.  and  Geary-  studied  re-admissions  to 
any  of  4  ICUs  in  a  comnuinit\  hospital.  Thes  found  an 
1 1 .7%  overall  re-admission  rate  and  believed  that  as  many 
as  36%  of  these  patients  were  discharged  prematurely.  A 
significant  number  of  patients  with  acute  myocardial  infarc- 
tion were  included  in  their  study,  perhaps  accounting  for 
the  rather  low  mortality  rate  (21%)  reported  in  this  group 
of  re-admitted  patients.  In  a  report  of  re-admissions  to  a 
surgical  ICU,  Snow  and  others-"  found  a  mortality  rate  of 
26%  in  a  group  of  57  patients  re-admitted  representing  9.4% 
of  the  total  ICU  admissions. 

We  have  previously  identified  respiratory  deterioration  as 
the  most  frequent  reason  for  ICU  re-admission.-  In  our  ter- 
tiary care  hospital.  54%  of  patients  were  re-admitted  to  med- 
ical and  surgical  ICUs  for  respiratory  deterioration.  Of  the  re- 
admitted patients.  47%  died  before  hospital  discharge. 
Following  this  initial  study,  we  instituted  several  changes  to 
address  respiratory  issues  in  general  care  areas.  These  included 
establishment  of  a  dedicated  floor-therapist  assessment  team,-** 
use  of  respiratory  treatment  algorithms.-''  and  continuous  staff 
education  programs'"  in  an  attempt  to  improve  respiratory  care 
after  ICU  discharge.  The  goal  was  to  continue  aggressive  res- 
piratory care  after  ICU  discharge,  and  to  reduce  re-admissions 
for  respiratory  failure.  Although  we  did  not  use  the  term  dis- 
ease management,  it  is  clear  that  this  approach  to  a  high-risk, 
high-cost  sub-population  of  patients  across  several  care  sites 
is  consistent  with  disease  management  philosophy. 

We  recently  restudied  this  issue."  Although  acute  res- 
piratory deterioration  remained  the  most  frequent  cause  for 
ICU  re-admission  (43%).  the  mortality  of  these  re-admitted 
patients  fell  to  12%  overall  and  to  20%  for  those  patients  with 
a  primai7  respiratory  problem  resulting  in  ICU  re-admission. 
The  complete  mortality  data  and  reasons  for  re-admission 
are  shown  in  Table  1 .  We  believe  the  reason  for  the  reduced 
mortality  was  improved  respiratory  assessment,  early  iden- 
tification of  patients  in  trouble,  and  rapid  return  to  the  ICU 
at  an  earlier  stage  of  deterioration  before  conditions  became 
irreversible.  With  active  respiratory  intervention  in  general 
care  areas,  patients  more  frequently  had  their  definitive  treat- 
ment started  prior  to  arrival  at  the  ICU.  Providing  frequent 
respiratory  monitoring  and  appropriate  care  on  leaving  the 
ICU,  especially  to  those  at  high  risk,  has  improved  the  out- 
come in  patients  re-admitted. 

Because  we  had  become  sensitized  to  the  importance  of 
respiratory  failure  as  a  cause  of  re-admission  we  may  have 
kept  high-risk  patients  longer  in  the  ICU.  The  average  num- 
ber of  days  spent  in  the  ICU  on  the  first  admission  was  8.3 
in  the  most  recent  study  versus  6.3  in  the  previous  study.  How- 
ever, because  of  the  large  standard  deviation,  this  difference 
did  not  reach  statistical  significance  (p  =  0.165,  t  test).  Re- 
admitted patients  in  the  pre\ious  study  remained  out  of  the 
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Table  1 .      Changes  in  the  Causes  of  ICU  Re-Admission  and  Mortality  before  and  after  Management  of  the  Continuum  of  Respiratory  Failure. 


Cause  ( 

f  ICU  Re-Adm 

ssion 

Respiratory 

Cardiac 

Gastrointestinal. 

Infection 

Neurologic 

Other 

Total 

Before  aggressive  management 

45 

10 

5 

13 

9 

82 

( number  of  patients  re-admitted) 

Before  aggressive  management 

55% 

12% 

— 

6% 

16% 

ll-^t 

100% 

(%  of  all  re-admitted  patients) 

9f  Mortality 

47% 

30% 

— 

Hn 

15% 

56% 

41% 

After  aggressive  management 

30 

13 

19 

1 

5 

1 

69 

(number  of  patients  re-admitted) 

After  aggressive  management 

43% 

19% 

28% 

1% 

8% 

1% 

100% 

(%  of  all  re-admitted  patients) 

%  Mortality 

20% 

8% 

5% 

0% 

0% 

0% 

12% 

ICU  5.9  days  compmed  to  6.7  days  in  the  recent  study  period. 
There  was  no  decline  in  overall  ICU  re-admission  rate,  how- 
ever. Prior  to  instituting  the  changes,  4.7%  of  ICU  discharges 
were  re-admitted.  4.19c  after.  Attention  to  the  potential  for 
respiratory  failure  in  this  high-risk  population  and  provision 
of  respirator)'  care  across  several  c;ue  sites  has  improved  qual- 
ity (reduced  mortality)  and  (probably)  reduced  costs. 

As  a  consequence  of  hospital  reorganization,  we  have  lost 
our  dedicated  acute  care  (floor)  assessment-team  therapists, 
but  because  we  recognize  the  value  of  this  function,  we  have 
tnodified  our  ICU  work  approach  to  make  up  for  this  loss.  ICU 
therapists  now  include  recently  discharged  patients  in  the  acute 
care  areas  as  pai1  of  their  patient  load  when  deciding  how  to 
spend  their  clinical  hours.  Nurses  in  both  areas  embrace  the 
therapists  as  essential  components  of  respiratory  management 
and  are  helpful  and  supportive  of  this  divided  respe)nsibility. 
Respiratory  consultation  rather  than  treatments  are  being 
requested  for  patients  thought  to  be  at-iisk  or  in  difficulty.  Ther- 
apists are  thinking  in  terms  of  respiratory  management  rather 
than  just  of  working  in  the  ICU  or  on  the  acute  care  floor.  I 
believe  that  in  a  m;irket  primiuily  concerned  \\  ith  costs,  embrac- 
ing the  concept  of  disease  miinagement  allows  improved  patient 
care  quality  to  be  associated  with  improved  efficiency. 

In  other  areas  in  our  institution,  care  paths  that  include 
a  respiratory  focus  have  been  developed.  We  are  a  spinal- 
cord-injury  center  for  the  state  of  Virginia.  As  such,  we  see 
patients  with  all  levels  of  para-  and  quadriplegia.  Respira- 
tory compromise  is  a  common  occuirencc  in  patients  with 
a  high  thoracic  or  cer\ical  spine  injury.  Our  spinal  injury  care 
map  includes  initial  respiratory  risk  screening  for  all  patients 
admitted  with  spinal  injury.  The  screening  includes  identi- 
fication of  pre-existing  lung  disease  and  evaluation  of  smok- 
ing history,  lung  symptoms,  chest  radiograph,  assessment  of 
nutritional  status,  chest  auscultation,  atid  measurement  of  \ital 
capacity,  ;ind  maximum  negative  inspiratory  pressure  when 
indicated.  Peitinent  positi\e  findings  arc  assigned  a  numer- 
ical score,  and  patients  are  stratified  for  risk  of  respiratory 
laihiie.  Preventive  therapy  and  monitoring  is  initiated  based 


on  the  insk  assessment.  Progress  along  the  care  map  is  assessed 
by  both  a  nurse  and  a  respiratory  care  professional.  Where 
deviations  occur,  interventions  are  initiated. 

Respiratory  care  staff  members  were  instrumental  in  devel- 
oping the  risk  assignment  tools  and  care  protocols.  They  pro- 
vide active,  prophylactic  respiratory  treatments  when  such 
are  indicated  and  decide  whether  the  patient  should  be  trans- 
ferred to  an  environment  where  more  intensive  care  can  be 
provided.  Data  to  determine  the  effectiveness  of  this  man- 
agement intervention  are  being  accumulated  and  include  the 
effects  this  approach  has  had  on  costs  and  length  of  stay. 

The  unique  value  of  respiratory  evaluation  is  being  rec- 
ognized at  our  institution  and  applied  to  all  hospitalized  pa- 
tients. Because  the  contribution  of  respiratory  morbidity  to 
|ioor  patient  outcome,  increaseil  length  of  stay,  and  other  costs 
has  been  recognized,  all  admitted  patients  aie  screened  for 
respiratoi7  risk  factors.  Patients  with  significant  risks,  includ- 
ing smoking,  are  referred  to  a  respiratory  care  professional 
for  detailed  assessment  and  implementation  of  a  respiratory 
c;ue  plan.  Smoking  cessation  programs  are  initiated  and  cot)r- 
dinated  by  an  RCP. 

Respiratory  Disease  Management  Precepts 

To  fully  embrace  disease  management  for  respiratory  dis- 
eases the  concerns  and  precepts  outlined  in  Table  2  must  be 
considered.  Disease  management  begins  with  population 
screening  for  the  presence  and  stage  of  the  respiratory  dis- 
ease. This  could  take  place  during  a  routine  physical  exam- 
ination in  a  primary  care  physician's  office.  A  care  plan  based 
on  the  stage  of  the  disease  should  include  patient  education 
about  the  disease  and  treatment  plans.  Disease  management 
involves  supplying  the  most  appropriate  intervention  at  the 
proper  time  even  if  this  involves  a  considerable  expense. 
Patient  education  is  a  key  factor  in  success  of  management 
of  chronic  diseases.  Patients  must  actively  self-manage  their 
conditions  and  seek  additional  treatment  in  a  timely  fash- 
ion. A  patient's  knowledge  about  his  disease  and  subsequent 
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compliance  w  ith  treatment  is  generally  poor  if  a  single  patient- 
education  acti\  it)-  is  performed.'-  ''^  Who  does  the  educa- 
tion about  a  respiratory  disease  or  treatment  plan  ma\  also 
he  an  important  factor  in  detemiining  patient  know  ledge  and 
compliance.  In  one  stud\  from  the  United  Kingdom,  teach- 
ing by  a  nurse  to  patients  with  asthma  resulted  ni  onh  25'  i 
of  them  able  to  explain  what  asthma  was  compared  to  43' r 
if  the  teaching  was  b\  a  ph\sician.'"  There  are  no  RCPs  in 
the  United  Kingdom,  and  one  w  ould  expect  that  if  there  were, 
their  success  would  ha\e  exceeded  that  of  the  nurses  and 
perhaps  e\en  the  physicians.  In  this  study,  only  slightly  more 
than  half  of  the  patients  said  they  were  following  treatment 
recommendations.  Patient  noncompliance  with  medication 
prescription  is  a  well-known  problem.  Studies  e\ aluating 
impact  of  disease  management  strategies  are  difficult  to  cany 
out.  Objective  measures  of  patient  compliance  with  rec- 
ommended theraps  are  essential  in  any  program  or  evalu- 
ation.'"' In  the  disease  management  model,  this  is  a  critical 
aspect  to  w  hich  the  respiratory  care  professional  can  make 
a  significant  contiibution.  For  instance,  patient  instruction 
and  follow  up  in  the  use  of  inhaled  bronchodilators  is  best 
performed  b\  respiratory  care  personnel.^'  ^  Device  selec- 
tion, spacer  use.  and  treatment  efficacy  are  best  addressed 
b\  the  respirator)  care  professional. 

Table  2.      Precepts  und  Components  of  Disease  Management. 


Precept 


Implementation 


Identification  of 
.subpopulation 
Risk  stratification 


Risk  modification 


E\ent  management 


Medical  monitoring 


Financial  monitorinc 


Population  screening 

Patient  history 

Clinical  examination 

Laboratory'  evaluation 

Specialized  tests 

Best  practice  models 

Management  guidelines 

Clinical  paths 

Patient  education 

Early  detection 

Entry  into  most  appropriate  setting 

Seamless  movement  through  care  settings 

Ongoing  quality  monitoring 

Monitoring  of  disease  progression 

Monitoring  of  care  processes 

l^'pdale  of  guidelines,  care  paths 

Population  event  experience 

Cost-comparisons  of  alternative  site  care 


Once  a  critical  event  has  occuned  (ie.  admission  to  a  hos- 
pital), efficient  application  of  resources  must  occur  to  reduce 
the  cost  of  the  e\ent.  This  may  invoUe  a  costly  form  of  treat- 
ment. Streamlined  movement  of  the  patient  through  the  com- 
ponents of  the  health  care  system  is  cost-effective.  The  over- 
all success  of  the  program  is  determined  by  the  cost  to 
manage  the  entire  population  at  risk,  not  the  individual  com- 
ponents of  care.  The  number  of  events  in  the  population  and 


the  impact  on  outcome  are  important  monitors  of  the  pro- 
gram's success. 

The  disease  management  approach  has  generated  con- 
siderable interest  from  members  of  the  pharmaceutical  indus- 
try. Several  large  companies  have  established  disease  man- 
agement divisions  or  new  companies  offering  products  to 
managed  health  organizations  or  other  groups  interested  in 
this  approach.  They  are  packaging  and  selling  their  expeilise 
in  database  management,  drug  distribution  systems,  and  orga- 
nizational management  and  their  patient  and  phv  sician  edu- 
cation experience  through  these  initiativ  es.  There  are  concerns 
over  conflict  of  interest  in  specific  disease-management  pro- 
tocols dev  eloped  bv  drug  companies.  Despite  these  concerns, 
the  pharmaceutical  industry  has  a  huge  influence  in  the  health 
care  sphere. 

Several  factors  constitute  barriers  to  preventing  disease 
management  from  becoming  the  dominant  approach  to  health 
care  delivery  (Table  3).  In  order  to  achieve  maximal  sav- 
ings from  preventive  therapy,  the  same  population  tnust  be 
followed  for  years  and  even  decades.  For  instance,  effec- 
tive immunization  programs  have  little  immediate  impact 
on  costs  (except  to  raise  them)  for  the  target  population 
because  cuneiit  sufferers  are  not  affected.  It  is  only  after  addi- 
tional years  that  savings  result  from  not  accumulating  addi- 
tional treatment  costs  for  those  immunized.  This  benefits 
a  health  delivery  company  only  if  the  company  continues 
to  cover  the  same  individuals  for  a  long  period  of  time.  Cost- 
saving,  therefore,  must  have  a  tangible  short-term  financial 
benefit  to  the  company  accustomed  to  surviving  on  the  cur- 
rent quarter's  profits. 

Table  3.      Potential  Baniers  To  Embracing  Disease  Management  as  a 
Cost  and  Qualit>  Control  Strategy. 


Factor 


Problem 


Diverse  care  sites 


Changing  populations 


Mixed  payment  systems 


Careeiver  concerns 


Lack  of  functional  integration 

Lack  of  financial  risk-sharing 

Lack  of  common  information  on  costs 

Lack  of  a  common  medical  record  linking 

interventions  and  outcomes 
Population  mobility 
Non-equivalence  of  competing  plans 
Need  for  short-term  outcomes 
.Accumulation  of  high-risk  patients 
Different  behaviors  rewarded 
Difficulty  planning  future 
Employee  behavior 
Local  focus  less  important 
Sacrifice  for  'greater  good' 
Reward  system  for  bedside  behavior 
Lessened  physician  autonomy 
Lessened  patient  autonomy 
Medico-lesal  issues 


The  cunent  lack  of  integration  of  the  delivery  components 
of  health  care  is  a  tnajor  impediment  to  disease  management. 
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How  to  use  the  individual  components  and  how  to  share  the 
rewards  appriipriatejy  is  nearly  impossible  to  determine  with- 
out further  integration.  The  etlect  of  a  mixed  market  in  which 
some  payments  are  for  services  rendered  and  some  are  for  pop- 
ulations managed  makes  a  rational  organizational  change  dif- 
ficult. Caregivers  may  lose  some  autonomy  when  managing 
disease  by  prescribed  protocol,  and  patient  dissatisfaction  w  ith 
such  changes  may  lead  to  increased  legal  action. 

Conclusions 

Resiiiratory  care  professionals  can  prepare  themselves  for 
the  changes  in  health  care  delivery  by  embracing  disease  man- 
agement precepts.  Tliey  can  p;irticipate  in  the  process  of  change 
by  understanding  the  new  payment  systems,  learning  about 
the  process  of  developing  patient  management  plans,  actively 
participating  on  development  teams,  integrating  respiratory 
care  services  into  management  plans  for  non-respiratory  dis- 
ease management,  leading  teams  for  developing  plans  for  res- 
piratorv  diseases,  and  collecting  and  distributing  outcome  infor- 
mation. During  work  redesign,  respiratory  care  professionals 
and  departments  need  to  view  the  continuum  of  care  as  being 
as  important  as  are  traditional  sites  of  care.  Departmental  char- 
acteristics that  help  with  this  change  in  approach  include  pro- 
viding at  least  some  services  in  all  care  sites,  assuring  effec- 
tive clinical  communication  benveen  depiulment  areas,  fostering 
collaborative  relaiionships  w  ith  physicians  and  other  health 
care  providers,  gathering  experience  with  independent  pro- 
tocols, and  embracing  change  and  innovation.  Re-evaluation 
of  the  value  of  respiratory  care  tasks  and  the  role  of  patient 
and  other  caregiver  education  in  preventing  expensive  episodes 
of  care  must  take  place.  Characteristics  of  respiratory  ciire  prac- 
tice that  inhibit  these  changes  include  single-site  focus  (ie. 
provision  of  mechanical  ventilation  in  an  ICU),  poor  com- 
munication systems,  technical  emphasis  (rather  than  intel- 
lectual ).  and  resistance  to  change.  In  the  words  of  Bob  Dylan, 
"'the  times  they  are  a-changin""';  better  to  be  part  of  the  change 
than  a  casualty  left  in  its  wake. 
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Discussion 

Walton:  Let  me  see  if  I  can  get  some 
reaction  from  you  on  a  topic  that, 
although  we've  touched  on  it,  we've 
really  not  had  any  spirited  discussion — 
competing  interest  among  all  these 
providers  on  your  continuum.  Let  me 
give  the  mechanical  ventilation  exam- 
ple, again,  because  I  think  it  is  the  high- 
est cost  respiratory  prcx:edure  we  do.  We 
don't  have  a  lot  of  guidelines  that  help 
us  out  to  say  When  does  that  patient 
come  out  of  the  ICU  and  go  to  a  step- 
down  unit  in  the  hospital,  a  subacute  unit 
in  the  hospital,  a  long-term-stay  hospital, 
a  subacute  free-standing  facility,  and 
from  there  to  home  care?  1  have  yet  to 
see  any  system  put  that  whole  contin- 
uum together  without  a  gap.  Maybe 
managed  care  will  do  that;  maybe  some 
provider  sponsored  networks  will  do 
that.  Also,  there's  another  interest  in 
there,  too.  What  are  the  physiciiuis"  inter- 
ests? What  about  their  convenience  fac- 
tor? They  can  say  it's  easier  for  me  to 
take  care  of  one  more  patient  in  the 
intensive  care  unit  than  to  run  down  to 
the  ne.xt  floor  to  see  this  ventilator  patient 
in  the  step-down  imit  or  across  town  at 
the  free-standing  subacute  unit.  Lastly. 


I  have  seen  little  in  the  literature  that  asks 
this  question  of  the  family  member  or 
the  patient.  Where  would  you  like  to  be? 
Would  you  rather  be  in  the  ICU  unit  or 
at  home?  (I  think  that's  a  pretty  loaded 
question — talk  about  packaging. )  A  lot 
of  the  discussions  we've  had  so  far  have 
been  about  the  payer  pushing  the  patient 
through  the  continuum  to  achieve  the 
lowest  cost.  How  would  you  guide  us 
through  this  process  and  get  all  these 
competing  values  settled  into  a  path  that 
will  really  work? 

Durbin:  Good  question.  1  think  it  lias 
several  parts.  First,  the  physician  con- 
venience issue.  As  a  manager  of  these 
resources,  as  a  tiiage  officer  in  our  inten- 
sive care  unit,  and  as  a  person  who  has 
to  send  patients  to  areas  they  don't  usu- 
ally go  to  because  of  lack  of  resources, 
1  get  that  argument  from  surgeons  all  the 
time.  They  don't  want  their  patient  to 
go  to  this  floor  because  all  their  patients 
are  on  that  floor.  I  think  that  will  become 
less  and  less  of  an  issue  because  the  sur- 
geon is  not  really  rewarded  for  seeing 
those  patients.  So.  if  the  management 
of  the  patients  becomes  the  responsibility 
of  the  system  and  not  thtit  of  the  surgeon 
or  physician,  then  it  can  be  a  collabo- 


rative effort  to  provide  the  care  wher- 
ever it  is  most  appropriate  for  the  sys- 
tem. I  would  say  that's  probably  true 
whether  it's  a  hospital  ICU  or  in  another 
institution.  How  is  this  going  to  happen? 
It  doesn't  happen  now  because  physi- 
cians are  paid  separately  from  hospitals. 
Although  that  could  change,  it  isn't 
going  to  change  in  the  short  term.  For 
now.  there  will  be  a  competing  inter- 
est— convenience  versus  cost-savings 
for  institutions.  As  payers  and  providers 
become  one-and-the-same.  as  the  seller 
of  care  becomes  the  institution  and  the 
physician,  when  both  are  risk-sharing. 
then  I  think  it  v\  ill  be  a  lot  easier  to  move 
patients  to  the  most  appropriate  care 
area.  One  of  the  solutions  forcing  this 
cooperation  will  be  capitation  of  all  med- 
ical costs.  The  second  question  you 
raised  is  how  various  caregivers  will 
share  in  this  competitive  market  place. 
How  will  the  nurses  versus  the  physi- 
cians \ersus  the  respiratory  therapists 
deal  with  their  competing  needs?  I  can 
only  tell  you  that,  by  practicing  pro- 
fessionally, the  therapists  lu^e  recognized 
by  their  professional  peers.  The  strongest 
advocates  for  maintaining  a  level  of  res- 
piratoi"y  care  cov  erage  and  complaining 
when  it  falls  too  low  have  been  the  nurs- 
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ing  staff — even  though  they  know  that 
there  are  going  to  be  times  when  there 
will  be  one  less  nurse  in  order  to  get  that 
therapist.  That  means  that  some  of  their 
work  must  be  done  differently.  So.  it 
hasn"t  been  a  eompelitive  environment; 
it's  been  a  team  effort,  although  there's 
no  formal  team  there.  The  changes  in 
hospital  administrati\  e  suppoii  have  cre- 
ated a  team  to  provide  for  mutual  sup- 
port in  difficult  times.  We  haven't  fired 
people  in  the  reorganization  but  have 
decided  not  to  fill  some  empty  positions. 
So.  >'ou  work  harder  and  I  work  harder. 

Walton:  What  do  you  think  the  patient 
and  family  reactions  are  to  this,  being 
bounced  around  sometimes  like  a  ping- 
pong  ball? 

Durbin:  That  is  certainly  an  issue — a 
triage  issue — when  I  move  my  most  sta- 
ble patient  to  another  intensive  care  unit 
and  then  bring  him  back  the  next  night. 
The  most  stable  patient  is  often  some- 
body who  has  only  respiratory  failure 
and  has  been  with  us  a  long  time.  The 
need  to  triage  creates  a  problem  of  com- 
peting values.  Administratively,  we  have 
said  you  can't  move  a  patient  more  than 
twice  from  one  unit  to  another,  but  that's 
not  really  a  solution.  When  there  are  lim- 
ited resources,  some  people  suffer,  and 
families  are  part  of  the  equation,  but 
they're  not  the  whole  equation.  When 
a  triage  decision  to  move  a  patient  from 
one  environment  to  another  includes  the 
family,  they  are  generally  more  accept- 
ing of  the  decision.  If  they  are  not  just 
told  "Your  husband's  going  to  another 
unit."  but  rather  "We  need  a  bed  tonight: 
this  is  what's  likely  to  hapjien.  and  here's 
why  we're  doing  it.  And  we  won't  aban- 
don you."  The  next  morning  we  say 
"Here's  why  we  did  it."  They  may  not 
be  happy  about  the  triage  because  they 
form  bonds  and  relationships,  but.  by 
including  them  in  the  overall  plan  and 
decision  process  (unheard  of  5  years 
ago),  it  has  become  more  palatable.  By 
involving  them  in  the  competing  needs 
of  other  patients  their  satisfaction  with 
our  decision  seems  to  be  greater.  What 
we're  doing  is  rationing  care  for  that 


family  that  day.  We're  not  giving  ter- 
rible Ciue.  We're  not  harming  the  patient, 
but  we  are  giving  less  than  peifect  ciue. 

(Jiordano:  Charlie,  the  concept  of  dis- 
ease management  within  the  hospital  is 
new  to  me.  I  think  it's  a  good  one, 
because  we  heard  earlier  that  we  need 
to  understand  that  as  caregivers  we  shift 
into  another  role  once  the  patient  is  out 
of  the  hospital  and  able  to  take  care  of 
him-  or  herself  or  to  have  family  sup- 
port in  place.  Is  there  any  self-treatment 
that  goes  on  in  your  facility?  We've  seen 
a  lot  of  movement  toward  restructuring 
and  talk  about  how  to  downshift  tasks. 
Rather  than  shift  a  task  over  to  some- 
body who  at  best  would  be  marginally 
trained,  we  need  to  empower  patients 
or  consumers  to  take  responsibility.  Why 
don't  we  start  it  under  the  best  envi- 
ronment, where  they  can  be  monitored 
and  behaviors  can  be  reinforced?  It 
would  seem  like  this  is  also  an  oppor- 
tunity for  respiratory  care  practitioners 
to  understand  that  they're  moving  from 
the  responsibility  of  rendering  care  to 
becoming  a  consultant  and  a  resource 
to  the  consumer,  the  patient,  if  you  will, 
who  must  take  that  responsibility  for 
him-  or  herself.  Would  you  commenl 
on  thai. 

Durbin:  Two  stories — the  first  one  con- 
cerns the  patient  whom  we  know  is 
going  to  leave  the  hospital  on  a  venti- 
lator, who  has  been  cared  for  piimarily 
in  the  intensive  care  unit.  When  we've 
identified  a  patient  who  is  definitely 
going  to  go  home  on  a  ventilator,  we 
begin  training  the  family  e;u'ly.  Because 
training  the  family  has  been  so  successful 
and  because  it  has  improved  patient  and 
family  satisfaction  with  the  process, 
we've  talked  about  doing  it  for  patients 
who  aren't  going  to  go  home  on  a  ven- 
tilator. When  we're  short  of  ciire.  when 
we  don't  have  enough  people  to  suction 
the  patient  when  tliey  need  it.  we've  actu- 
ally had  patients'  families  who  have 
assuined  that  responsibility.  So.  we're 
broadening  our  outlook  to  recognize 
other  alternatives  to  hiring  another  nurse 
or  another  therapist — and  we've  seen 


benefits  to  the  patient  and  the  family  by 
doing  that.  What  has  allowed  us  to  do 
that  is  exactly  what  you've  said,  start- 
ing the  educational  process  when  you 
know  the  end  is  going  to  be  the  family's 
providing  significant  help  and  care  out- 
side the  hospital.  The  other  example 
doesn't  involve  respiratoiy  therapists  per 
se.  but  patients  come  la  the  operating 
room  who  have  a  history  of  asthma.  We 
no  longer  tell  them  "Don't  bring  your 
inhaler  with  you."  We  say  "Bring  it  with 
you.  We  want  you  to  use  it  right  before 
you  go  to  sleep."  That's  now  common 
practice  and  patients  aie  advised  ov er  the 
phone  to  bring  their  medication  to 
surgeiy  when  a  history  of  asthma  comes 
up  on  the  preoperatise  screening  exam- 
ination. My  bias  is  they  come  feeling 
more  confident  that  we  know  what  we're 
doing  because  most  asthmatics  know  as 
much  or  more  than  I  do  about  their 
asthma  treatment.  I  don't  have  the  oppor- 
tunity to  11111  them  through  a  clinical  pro- 
gram preoperatively.  They  bring  in  their 
inhaler  and  use  it  as  they  diift  off  to  sleep. 
1  think  I  get  better  clinical  outcome  by 
using  this  form  of  patient  self-manage- 
ment. It's  there  for  them  when  they  wake 
up.  This  approach  ma\  reduce  cost  to  our 
institution  as  well,  because  the  patients 
are  not  using  institutional  resources.  They 
ai"e  also  using  the  treatment  v\ell  because 
they've  already  been  instructed  how  to 
do  it  and  are  functioning  well  at  home 
in  its  use.  So.  1  think  this  appears  a  rea- 
sonable, medically  sound  modification 
of  treatment. 

Branson:  I  don't  have  a  lot  of  experi- 
ence \\ ilh  what  I'm  going  to  ask  about, 
although  we're  looking  into  it.  If  MDIs 
are  as  effective  as  small-volume  neb- 
ulizers in  hospitalized  patients — we're 
not  talking  about  \entilated  patients — 
v\hy  can't  we  have  self-administered 
MDI?  Does  anybody  have  such  pro- 
grams? Lucy  (Kester)?  I  know  the  Uni- 
\ersity  of  Michigan  has  a  program  in 
which  select  patients,  after  they've  been 
t)bser\ed  peifonning  the  technique  cor- 
rectly, self-administer  their  MDI  dur- 
ing their  hospital  stay.  TTiat.  to  me.  seems 
to  be  what  Sam  is  talking  about. 
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Kester:  We  have  a  modified  version  of 
that.  If  a  patient  is  using  MDIs  at  home, 
the  therapist  observes  them  taking  their 
own  medication  on  at  least  two  occa- 
sions, to  make  sure  that  they  are  doing 
it  correctly — because  some  do  and  some 
don"t.  If  after  two  successive  observa- 
tions, tliey  do  perfonn  well,  then  the  res- 
piratory therapist  signs  off  on  their  MDI 
therapy.  They  then  self-administer  their 
MDIs.  but  what  we  haven't  done  is  leave 
the  medication  at  the  bedside.  The  nurse 
brings  it  to  them  at  the  time  that  the 
patient  needs  the  medication  because  we 
have  some  concerns  about  their  ability 
(in  the  hospital  when  they're  not  well) 
to  remember  when  they  took  their  last 
dose  or  to  dose  themselves  conectly. 
Nursing  is.  thus,  monitoring  the  dosage. 

Branson:  There  is  technology  on  the 
forefront  by  which  the  MDI  actually 
records  how  many  times  the  patient  uses 
it  and  give  the  caregiver  that  informa- 
tion directly. 

Maclntyre:  We  have  that  policy  in 
place  at  Duke.  We  have  a  category  of 
patients  we  call  nonacute  respiratory 
patients — chronic  respiratory  patients 
not  admitted  for  respiratory  diagnosis. 
An  example  is  somebody  coming  in  for 
orthopedic  surgery  who  is  a  known  asth- 
matic or  a  patient  with  COPD.  As  Lucy 
said,  we  obsene  them  once  or  twice  and 
then  decide  if  they  can  be  self-directed. 
We  leave  the  inhalers  at  the  bedside  and 
go  around  once  a  day  and  record  what 
patients  have  done.  The  downside  of  this 
is  getting  credit  for  billing.  We  are  still 
only  maybe  15-20*7^  capitated  at  Duke, 
so.  it's  a  key  issue  in  terms  of  reim- 
bursement if  you  suddenly  have  RCPs 
not  actually  doing  these  therapies. 

Dunne:  What  about  a  patient  with  sleep 
apnea  with  his  or  her  own  CPAP  unit, 
being  admitted  for  an  elective,  neces- 
sary surgical  procedure? 

Maclntyre:  We  don't  have  it  formally 
on  paper.  Pat.  but  we  have  dealt  with 
patients  like  that.  A  patient  conies  in. 
perhaps  for  an  orthopedic  procedure.  He 


has  known  sleep  apnea  and  always 
sleeps  with  10  cm  CPAP.  The  therapist, 
on  the  first  night,  would  just  make  sure 
the  equipment  is  assembled  and  applied 
properly.  If  it  is.  we  often  leave  the  pa- 
tient alone  thereafter. 

Mathews:  Neil,  do  you  leave  those 
patients  on  the  patient  floors  or  in  ICU 
or  in  a  holding  area?  We  had  one  patient 
who  asked  to  use  his  CPAP  unit  and  the 
nursing  staff  went  bananas.  They  went 
ballistic  on  us. 

Maclntyre:  These  are  not  patients 
admitted  for  respiratory  problems.  I 
meim  a  sleep  apnea  patient  who's  admit- 
ted for  pneumonia,  that's  a  different 
story.  I'm  talking  about  sleep  apnea  pa- 
tients who  come  in  for  something  totdly 
unrelated  to  their  respiratory  problems. 

Mathews:  I  think  the  problem  was  that 
tliis  person  was  in  for  a  cholecystectomy 
and  was  on  the  patient  floor. 

Maclntyre:  I  might  be  a  little  reluctant 
in  a  post-op  situation. 

Mathews:  The  nursing  staff  wanted  a 
therapist  there  all  the  time  because  they 
had  never  seen  a  CPAP  unit,  had  no  idea 
what  this  thing  was  the  patient  had  cov- 
ering his  face.  We  had  the  usual  ques- 
tions— What  if  he  vomits?  Well,  the  guy 
sleeps  with  this  all  the  time;  it's  not  a 
big  deal,  but  they  insisted  that  we  move 
the  guy  to  a  holding  area. 

Lawrence:  We  have  faced  what  Neil's 
describing  at  Baylor  in  our  acute  care 
area.  There  are  some  liability  issues 
when  people  bring  in  their  own  equip- 
ment, too.  So.  you  not  only  need  to  have 
the  biomedical  department  check  out  that 
equipment  to  make  sure  it's  safe,  but  also 
to  contract  with  the  patient  (and  who 
knows  how  viable  that  really  is?)  not  to 
hold  the  department  liable  for  any 
adverse  event  related  to  that. 

Durbin:  We  do  something  similar.  We 
allow  the  patients  to  bring  their  own 
equipment,  even  if  they're  on  mechan- 


ical ventilation.  They  do  sign  a  non- 
binding  contract  to  assume  liability  if 
something  goes  wrong,  but  we  believe 
bringing  in  equipment  impixnes  patient 
satisfaction  and  entails  little  risk.  We  put 
patients  on  the  floors,  not  in  the  ICUs, 
with  their  own  mechanical  ventilator. 
Being  on  CPAP  or  positive-pressure 
ventilation  is  not  an  absolute  indication 
for  ICU  admission.  It  took  a  while  for 
our  staff  to  be  comfortable  witli  this  pol- 
icy, but  now  it  is  perceived  as  a  bene- 
fit by  both  staff  and  patients. 

Shrake:  We  wrote  those  self-care  ad- 
ministration plans  into  the  protocol  pro- 
cess. So,  the  protocols  themselves  cover 
us  in  terms  of  that  liability  because 
there's  a  clear  pathway  that  says  this 
patient  needs  specific  instructions  and 
assistance  and  this  patient  needs  a  check- 
out. In  regards  to  MDIs.  we  were  hav- 
ing a  problem  with  whether  we  put  the 
MDIs  at  bedside  or  in  the  med  carts. 
Some  people  had  Proxentil  inhalers  and 
Ventolin  inhalers,  thought  they  were  dif- 
ferent, and  were  double-dosing.  We  had 
people  wlm  were  confusing  their  steroids 
with  their  bronchodilators  and  problems 
of  that  sort.  What  we  ended  up  doing  was 
working  with  the  nursing  staff  to  coor- 
dinate a  plan  of  care  with  them  that 
essentially  said  if  we  are  involved  in  that 
case  as  respiratcii^  care  practitioners,  we 
would  take  the  medication  fiom  the  med- 
ication cart,  do  the  instruction,  and  pro- 
vide the  medication  to  the  patient.  If  it 
is  a  case  that  we  aren't  involved  in.  for 
some  reason,  like  an  orthopedic  surgei7 
patient  with  asthma,  the  nurses  do  it. 
Then  we  have  either  tlie  nurse  or  the  tlier- 
apist,  depending  on  who  delivers  that 
care,  to  sign  the  medical  administration 
record,  so  there  is  a  specific  record  of 
administration  and  who  administers  it. 
Lo  and  behold,  when  the  Joint  Com- 
mission came  through  and  I,  as  an 
administrator,  was  walking  around  with 
them,  they  got  to  that  specific  nursing 
unit  and  wanted  to  know  what  types  of 
collaborative  care  team  things  we  had 
done  around  the  hospital,  that  was  the 
first  thing  out  of  the  nurse's  mouth.  It 
didn't  come  from  the  respiratory  care 
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practitioner's  mouth  but  from  the  nurse 
that  they  had  worked  with  respiratory 
therapy  to  clean  up  our  MDl  adminis- 
tration policy.  Here  were  the  problems 
that  we  found,  iind  here  was  what  we  did. 
and  here  are  the  outcomes.  So.  again,  that 
gets  into  the  partnering  issue.  If  you  can 
■partner"  specific  programs  that  demon- 
strate value  with  nurses  or  physicians  or 
whoever,  then  you  develop  that  pro- 
fessionalism that  we're  lookinu  for. 


Lawrence:  I  can't  miss  the  opportunity 
to  follow  up  on  disease  management. 
This  is  probably  a  perfect  example  of 
why  the  therapist  needs  to  know  a  lot 
about  a  lot  of  things.  If  somebody  in  for 
orthopedic  surgery  has  an  MDI.  (which 
I'm  going  to  assume  here  in  Kevin's  case 
is  a  bronchodilator)  and  puffs  on  it  3-4 
times  a  day  during  their  stay,  boy.  we 
need  to  jump  on  that  like  'sweet  on 
sugar"  and  say  "Number  one.  why  are 


you  taking  this  bronchcxlilator?  Have  you 
taken  your  peak  flow  ?  You  may  not  need 
to  take  this  medication  on  a  regular 
schedule.  Where's  your  inhaled  anti- 
inflammatory? What  mg  dose  of  anti- 
inflammatory are  you  taking?"  and  soon 
we  must  get  these  people  on  the  right 
path  because,  again,  if  you  accept  the 
NAEPP's  strategy  for  asthma  manage- 
ment, you  don't  sit  still  for  somebody 
tiikiiiii  a  bronchodilator  on  a  regular  basis. 


1997  Respiratory  Care  Open  Forum 

Respiratory  Care  welcomes  abstracts  of  scientific  reports  on  any  aspect  of 
respiratory  care  presented  as 

•  an  original  study 

•  the  evaluation  of  a  method,  device  or  protocol 

•  a  case  or  case  series. 

If  your  abstract  is  accepted  for  publication  in  Respiratory  Care,  you  will  be  invited 
to  present  it  at  the  43rd  International  Convention  &  Exhibition  in  New  Orleans, 
Louisiana. 

See  the  1997  Call  for  Abstracts  in  this  issue  for  more  information. 
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1997  Call  for  Abstracts 


Respiratory  Care  •  Open  Forum 


The  American  Association  for  Respiratory  Care  and  its  sci- 
ence ioumal.  Respiratory  Care,  invite  submission  of  brief 
abstracts  related  to  any  aspect  of  cardiorespiratory  care.  The 
abstracts  will  be  reviewed,  and  selected  authors  will  be  invited 
to  present  posters  at  the  OPEN  FORLiM  during  the  AARC  Inter- 
national Con\  ention  ;uid  Exhibition  in  New  Orieans.  Louisiana, 
December  6-9,  1997.  Accepted  abstracts  will  be  published 
in  the  November  1997  issue  of  Respir.atory  Care.  Mem- 
bership in  the  AARC  is  not  required  for  participation. 

SPECIFICATIONS— READ  CAREFULLY! 

An  abstract  may  report  ( 1)  an  original  study,  (2)  the  eval- 
uation of  a  method,  device  or  protocol,  or  (3)  a  ca.se  or 
case  series.  Topics  may  be  aspects  of  adult  acute  care,  con- 
tinuing care/rehabilitation,  perinatology/pediatrics,  cardio- 
pulmonary technok)gy,  or  health  care  delivery.  The  abstract 
may  have  been  presented  previously  at  a  local  or  regional — 
but  not  national — meeting  and  should  not  have  been  published 
previously  in  a  national  journal.  The  abstract  is  the  only  evi- 
dence by  which  the  reviewers  can  decide  whether  the  author 
should  be  invited  to  present  a  poster  at  the  OPEN  FORUM. 
Therefore,  the  ahstnici  must  provide  all  iiiiportimt  data,  find- 
ings, and  conclusions.  Give  specific  infonnalion.  Do  not  write 
such  general  statements  as  "Results  will  be  presented"  or  "Sig- 
nificance will  be  discussed." 

Essential  Content  Elements 


Abstract  Format  and  Typing  Instructions 

Accepted  abstracts  \a  ill  be  photographed  and  reduced  by 
409^;  therefore,  the  size  of  the  original  text  should  be  at  least 
10  points.  A  font  like  Helvetica  or  Geneva  makes  the  clear- 
est reproduction.  The  first  line  of  the  abstract  should  be  the 
title  in  all  capital  letters.  Title  should  explain  content.  Fol- 
low title  with  names  of  all  authors  (including  credentials). 
institution(s),  and  k)cation;  underiine  presenter's  name.  Type 
or  electi\>nically  print  the  abstract  .s/;(,t,'/('  spaced  in  a  single 
paragraph  in  the  space  provided  on  the  abstract  blank.  Insert 
only  one  letter  space  between  sentences.  Text  submission  on 
diskette  is  encouraged  but  must  be  accompanied  by  a  hard 
copy.  Identifiers  will  be  masked  (blinded)  for  review.  Data 
may  be  submitted  in  table  form,  and  simple  figures  nuiy  he 
included  provided  they  fit  within  the  space  allotted.  No  fig- 
ures, illustrations,  or  tables  are  to  be  attached  to  the  abstract 
form.  Provide  all  author  information  requested.  A  clear  pho- 
tocopy of  the  abstract  form  may  be  used.  Standard  abbre- 
viations may  be  employed  without  explanation;  new  or  infre- 
quently used  abbreviations  should  be  spelled  out  on  first  use. 
Any  recurring  phrase  or  expression  may  be  abbreviated,  if 
it  is  first  explained.  Check  the  abstract  for  ( I )  en-ors  in  spelling, 
grammar,  facts,  and  figures;  (2)  clarity  of  language;  and  (3) 
confonnance  to  these  specifications.  An  abstract  not  prepared 
as  requested  may  not  be  reviewed.  Questions  about  abstract 
preparation  may  be  telephoned  to  the  editorial  staff  ot  RES- 
PIRATORY Care  at  (972)  406-4667. 


Original  study.  Abstract  must  include  ( 1 )  Background: 
statement  of  research  problem,  question,  or  hypothesis;  (2) 
Method:  description  of  research  design  and  conduct  in  suf- 
ficient detail  to  penult  judgment  of  validity;  ( 3 )  Results:  state- 
ment of  research  findings  with  quantitative  data  and  statis- 
tical analysis;  (4)  Conclusions:  inleipretation  of  the  meaning 
of  the  results. 

Method,  device,  or  protocol  evaluation.  Abstract  nnist 
include  ( 1 )  Background:  identification  of  the  method,  device, 
or  protocol  and  its  intended  function;  (2)  Method:  descrip- 
tion of  the  evaluation  in  sufficient  detail  to  permit  Judgment 
of  Its  objectivity  and  validity;  (3)  Results:  findings  of  the  eval- 
uation; (4)  Experience:  summary  of  the  author's  practical  expe- 
rience or  a  lack  of  experience;  (5)  Conclusions:  interpreta- 
tion of  the  evaluation  and  experience.  C\)st  comparisons  shtuild 
be  included  where  possible  and  appropriate. 

Case  report.  Abstract  nuist  report  a  case  that  is  uncom- 
mon or  of  exceptional  educational  \alue  and  must  include  ( I ) 
Introduction:  Relevant  basic  infomiation  important  to  under- 
stiuiding  the  case.  (2)  Case  Summaiy:  Patient  data  and  response, 
details  of  interventions.  (3)  Discussion:  Content  should  reflect 
results  of  literature  review.  The  author(s)  should  have  been 
actively  involved  in  the  case  and  a  case-managing  physician 
must  be  a  co-author  or  must  approve  the  report. 


Deadline  Allowing  Revision 

Authors  may  choose  to  submit  abstracts  early.  Abstracts 
postmarked  by  March  17,  1997  will  be  reviewed  and  the 
authors  notified  by  letter  only  to  be  mailed  by  April  25.  1997. 
Rejected  abstracts  will  be  accompanied  by  a  written  cri- 
tique that  should,  in  many  cases,  enable  authors  to  revise 
their  abstracts  and  resubmit  them  by  the  final  deadline  (May 
27.  1997). 

Final  Deadline 

The  mandatory  Final  Deadline  is  May  27.  1997  (postmark). 
Authors  will  be  notified  of  acceptance  or  rejection  by  letter 
oidy.  These  letters  will  be  mailed  by  August  15.  1997. 

Mailing  Instructions 

Mail  ( Do  not  fax ! )  2  clear  copies  of  the  completed  abstract 
fomi.  diskette  (if  possible),  and  a  stamped,  self-addressed  post- 
card (for  notice  of  receipt)  to: 

RESPIRATORY  CARE  OPEN  FORUM 

I  1030  Abies  Lane 
Dallas  TX  75229-4593 


RESPIRATORY  CARE  •  JANUARY  '97  'VOL  42  NO  1 


169 


1997  Respiratory  Care  Open  Forum 

Abstract  Form 


o 

E 
o 

CO 
00 


13.9  cm  or  5.5" 


1 .  Title  must  be  in  all 
uppercase  (capital) 
letters,  authors"  full 
names  and  text  in 
upper  and  lowercase. 

2.  Follow  title  with  all 
authors"  names 
includiui;  credentials 
(underline  pre.sentefs 
name),  institution,  and 
location. 

3.  Do  not  justify  (ie. 
leave  a  'ragged"  right 
margin). 

4.  Do  not  use  type  size 
less  than  10  points. 

5.  All  text,  tables,  and 
figures  must  fit  into 
the  rectangle  shown. 

6.  Submit  2  clean  copies. 
This  form  may  be 
photocopied  if 
multiple  abstracts  are 
to  be  submitted. 


Mail  original  & 
1  photocopy 
(along  with  postage- 
paid  postcard)  to 

Rkspiratorv  Care 
Opkn  Fori  m 

IKI.MI  Al)ksl.ane 
Dallas  r.\  75229-4593 


Early  dccidline  is 

March  17.  1997 

(postmark) 

Final  deadline  is 

May  27.  1997 

(postmark) 


Name  &  Credentials 


Mailing  Address 


Voice  Phone  &  Fax 


Name  &  Credentials 


Mailing  Address 


Voice  Phone  &  Fax 


Nolices  of  competilions.  ■-cholal^hip^.  rellow-hips.  cxamiiialion  dales,  new  educational  programs,  and  the  like  «ill  be  listed  lleie  lice  ol 
charoe.  Items  for  the  Notices  section  must  reach  the  Journal  W)  days  before  the  desired  month  of  publication  (January  I  for  the  March  issue. 
February  I  for  the  April  issue,  etc).  Include  all  pertinent  information  and  mail  notices  to  RESP1R.ATOR1  CARE  Notices  Dept.  1 1030  Abies 
Lane.  Dallas  TX  75229-459.^. 


Notices 


NBRC  &  AARC  Team  Up  To  Offer  Database 

The  Niilional  Boaid  tor  Respiratory  Care  (NBRC)  and  the 
American  Association  for  Respiratory  Care  (AARC)  have  jointly 
de\eloped  the  National  Respiratory  Care  Disciphnary  Database. 
The  database  is  a  repository  for  final  disciplinary  actions  taken 
against  respiratory  care  practitioners  by  state  licensure  agencies 
(disciplinary  actions  are  considered  final  after  all  appeals  have 
been  exhausted;  pending  actions  or  appeals  are  not  maintained  in 
the  database).  Information  in  the  database  is  provided  by  state 
licensure  agencies  that  have  an  agreement  with  the  NBRC  and 
the  AARC.  These  agencies  notify  the  NBRC  when  action  is 
cleared  or  reinstatement  occurs.  The  database  is  offered  to  third- 
party  payers,  hospitals,  insurance  companies,  education  pro- 
grams, and  other  business  entities  who  ha\e  a  direct  interest  or 
need  to  know  such  information. 


Know  the  Area  Code  for  AARC:  972 

Please  note  our  new  area  code: 
Phone:  (972)243-2272 

Fax:  (972)  484-2720  or  (972)  4S4-fi()l() 

Note:  If  you're  having  difficulty  reaching  us  at  this  area 
code — call  your  local  long-distance  provider. 


The  Manuscript  Preparation  Guide  lor 

Re.spiraT(1RY  Care  articles,  as  well  a.s  MedWattii, 
can  be  found  in  the  December  1996  issue. 


Helpful  Web  Sites 

American  Association  lor  Respiratory  Care 

http://\\  WW. aarc.org 

National  Board  for  Respiratory  Care 

http://www.nbrc.org 

Applied  Measurement  Professionals  Inc 

http://v\  w  w  .applmeapro.coni 

Food  and  Drug  Administration 

http://www.fda.gov 

Center  for  Devices  and  Radiological  Health 

http://www.fda.gov/cdrh/ini.lc\.htnil 

Tuberculosis  Information 

http://ww  w  .unidiij.edLi/ntbc 


The  National  Board  for  Respiratory  Care — 1997  Examination  Dates  and  Fees 


Examination 

CRTT  F.xaniinatiiiti 


RRT  Examination 


Kxamination  Date 

March  8.  1W7 

Appllcallim  Deadline:  January  I.  I4Q7 

July  12.  1W7 

Applicalion  Deadline:  May  I.  \'->'->l 

Novembers.  1447 

Applicalion  Deadline:  September  1.  1997 

June  7.  1997 

Application  Deadline:  February  I,  1997 

December  6.  1997 

Application  Deadline:  Augasi  I,  I4')7 

June  7.  1997 

Applicalion  Deadline:  April  I.  1997 

December  6,  1 997 

Applicalion  Deadline:  September  I.  1447 

Perinatal/Pediatric  Respiratory      March  8,  1997 

Care  Specialty  Examination  Application  Deadline:  November  1 .  1446 


CPFT  Examination 
RPFT  Examinalion 


Kxanilnaliun  Fee 

S  1(10  (new  applicant) 

60  (reapplicant) 

10(1  (new  applicant) 

60  (reapplicant) 

100  mew  applicant) 

60  I  reapplicant) 

100  Written  only  (new  applicant) 

60  Written  only  (leapplicaiill 

1  10  C"SI:on]\  lall  applicants) 

210  Both  (new  applicant  I 

170  Both  (reapplicant) 

110  (new  applicanl) 

SO  (leapplicant) 

160  (new  applicant) 

1.^0  (reapplicant) 

160  (new  applicant) 

130  (reapplicant) 


For  inlormation  about  other  services  or  fees,  w  rite  to  the 
National  Board  for  Respiratory  Care.  8310  Nieman  Road.  Lenexa  KS  66214,  or  call  (913)  .'i99-42()().  FAX  (913)  541-01.S6.  email  nbrc-info(?'nbir.org. 
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New  Products 
&  Services 


News  releases  about  new  products  and  services  will  be  considered  for  publication  in  this  section.  There  is  no  charge  for 
these  listings.  Send  descriptive  release  and  glossy  black  and  white  photographs  to  Rt:SPIRATOR^'  CARti  Journal.  New- 
Products  and  Services  Depl.  1 1030  Abies  Lane.  Dallas  TX  7.S229-4.'iy.3. 


PORT,\BI,K  Spiromftkr  Tlie  new 
Preslo  Flash'^'  SpiroinelL'i'  by  Buidick 
Inc  offers  portability  and  L-nough  mem- 
ory lo  store  up  to  40  patiL-nt  tests.  The 
comp;uiy  claims  tliat  the  Preslo  Flash  [XM- 
forms  inhalatitm  challenge  routines, 
chronic  obstructive  pulmonary  disease 
risk  and  lung-age  calculations,  forced 
\  ital  ca|iacit\ .  ntn\'-\()lunie  loop,  slow 
vital  capacity,  maximal  Miluntary  ven- 
tilation, and  pre-  and  postbronchodila- 
tor  testing.  The  unit  can  be  calibrated  in 
the  field  and  has  built-in  maneuver  ac- 
ceptability and  reproducibility  checks  to 
help  ensure  quality  control.  The  spirom- 
eter ctimes  with  disposable  pulmonary 
filters  that  help  guard  against  cross-con- 
liimination  of  the  hand-held  flow  sensor. 
Options  include  an  expandable  memo- 
ry and  a  rechargeable  battery  pack.  To 
receive  more  information,  circle  Read- 
er Ser\'ice  Number  160. 


l_iU 


J,=^ 


Rksoirck  Management  System. 

DeRoyal  Industries  Inc  unveils  the  Re- 
source Consumption  Log  (RCL)  as  part 
of  the  TracePiik  System.  The  RCL  is  an 
infonnation-based  resource  management 
system  comprising  both  infonuation  ser- 
vices and  supply  deli\  ei\ .  According  to 


DeRoyal  literature,  the  RCL  allows  for 
the  continual  identification,  manage- 
ment, and  reduction  of  costs  for  supplies, 
labor,  and  overhead  per  hospital  prt)- 
ccdure.  The  information  is  stored  in 
linked  databases  on  a  Windows  "-based 
system.  The  RCL  can  be  combined  with 
other  databases,  such  as  the  supply-re- 
lated procedure  group  and  the  product 
tree,  for  comprehensive  billing  and  \  ;uv 
ance  reports.  Further  information  is 
available:  circle  Reader  Service  Num- 
ber 161. 


POLYSOMNOGRAPHS.  International 
Biomedical  Inc  debuts  the  Sleeptrace 
Polysomnographic  System.  Tlie  portable. 
2,^-pound  Sleeptrace  pro\  ides  complete 
data  collectitMi  and  analy  sis  for  in-home 
or  laboratory  use.  the  manufacturer 
claims.  In  addition,  the  Sleeptrace  fea- 
tures single  unit  design,  real-time  print- 
ing, and  re\  iewable  \\a\efoniis.  With  the 
use  of  a  modem,  paiamelers  can  be 
changed  from  remote  locations.  Specific 
informatit)!!  is  a\  ailable.  circle  Reader 
Ser\'ice  Number  162. 


Skin  Cari  Prodi  (i.  Cetylite  in- 
tlustries  Inc  annoinices  Skin  Screen — 
a  new  and  impnnetl  skin  care  product 
that  protects  against  repeated  use  of 
harsh  detergents  and  other  skin  initants. 
The  company  says  that  Skin  Screen  is 
a  free-ITovNing  liquid  that  is  easy  to 
apply  and  lightly  scented.  The  fluid  is 
not  sticky  and  does  not  need  to  be  ap- 
plieii  after  e\er\  glove  change.  Because 
tlie  product  does  not  wash  ofl'.  onK  1-2 


applications/day  are  needed  to  protect 
hands  from  the  harmful  effects  of  fre- 
quent hand  v\ashing  and  sterile  glove 
changes.  Circle  Reader  Service  Num- 
ber 163  for  more  information. 


38     E^l 


Pulse  Oximeter.  BCI  International 

launches  the  Clarity^"^'  Series  of  Pulse 
O.ximeters  with  Model  3.^04.  The  3304 
may  be  used  to  create  custom  multi- 
pmameter  monitoring:  and.  the  company 
says,  the  portable  pulse  oximeter  can 
provide  digital  signal  processing  for 
monitoring  Spo,.  pulse  strength,  and 
pulse  rate.  The  unit,  when  used  with  a 
printer  or  personal  computer,  can  also 
function  as  a  clinic,  home,  and  sleep 
study  monitt)r  for  real  time  or  stored  data 
and  printouts.  For  further  information 
about  the  Ckwity  Series  or  the  3304.  cir- 
cle Reader  Service  Number  164. 


Tubing.  Spectra  Medical  Devices  Inc 
reports  the  availability  of  high-pressure 
tubing.  The  tlexible.  kink-resistant  tub- 
ing is  made  of  braided  nylon  and 
polyurethane.  The  company  claims  the 
tubing  is  resistant  to  high-pressure  ap- 
plications such  as  angiography,  angio- 
plasty, and  gas  sampling.  Three  male 
Luer-lock  configurations  are  available 
in  lengths  up  to  48  inches.  Coiled  con- 
figurations are  also  available.  For  in- 
formation about  sterilization  compati- 
bility or  more  details,  circle  Reader  Ser- 
vice Number  163. 
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American  Association  for  Respiratory  Care  Membership  Application 


I 


Please  read  the  eligibility  requirements  for  each  of  the  classifi- 
cations in  the  right-hand  column,  then  complete  the  applicable 
section.  All  information  requested  below  must  be  provided, 
except  where  indicated  as  optional.  See  other  side  for  more 
information  and  fee  schedule.  Please  sign  and  date  applica- 
tion on  reverse  side  and  type  or  print  clearly.  Processing  of 
application  takes  approximately  15  days. 

_  Active 
Associate 

n  Foreign 

n  Physician 

D  Industrial 
□  Special 
"  Student 


Last  Name , 
First  Name  _ 


Middle 


Social  Security  No. 

Home  Address 

City  


State  . 


Zip 


Phone  No. 


.) 


Primary  Job  Responsibility  (check  one  only) 

iZ  Technical  Director 

E  Assistant  Technical  Director 

□  Pulmonary  Function  Specialist 

C  Instructor/Educator 

n  Supervisor 

D  Staff  Therapist 

D  Staff  Technician 

n  Rehabilitation/Home  Care 

D  Medical  Director 

D  Sales 

C  Student 

^  Other,  specify  


Type  of  Business 

Hospital 
C  Skilled  Nursing  Facility 
C  DME/HME 
C  Home  Health  Agency 
IZ  Educational  Institution 
n  Manufacturer  or  supplier 
C  Other,  specify  


Date  of  Birth  (optional) 


Sex  (optional) 


U.S.  Citizen? Yes     No 

Have  you  ever  been  a  member  of  the  AARC? 
If  so,  when''  From  to 


Preferred  mailing  address: 


Home 


Business 


FOR  ACTIVE  MEMBER 

An  individual  is  eligible  il  heshe  lives  in  the  US.  or  ils  lerntones  or  was  an  Active  Member 
pnor  to  moving  outside  its  borders  or  terntones.  and  meets  ONE  of  the  following  criteria. 
(1)  IS  legally  credentialed  as  a  respiratory  care  professional  if  employed  in  a  state  that 
mandates  such,  OR  (2)  is  a  graduate  of  an  accredited  educational  program  in  respiratory 
care.  OR  (3)  holds  a  credential  issued  by  the  NBRC  An  individual  who  is  an  AARC  Active 
Member  in  good  standing  on  December  8.  1994  will  continue  as  such  provided  his'her 
membership  remains  in  good  standing 

Place  of  Employment 


Address 

City 

State 


Zip. 


Phone  No.  (^ 


J 


Medical  Director/Medical  Sponsor 


FOR  ASSOCIATE  OR  SPECIAL  MEMBER 

Individuals  who  hold  a  position  related  to  respiratory  care  but  do  not  meet  the  re- 
quirements of  Active  Member  shall  be  Associate  Members  They  have  all  of  the  rights  and 
benefits  of  the  Association  except  to  hold  office,  vote,  or  serve  as  chair  of  a  standing 
committee  The  following  subclasses  ol  Associate  Membership  are  available  Foreign. 
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Kendall  puts  the 
respiratory  products 

of  tomorrow 
in  your  hands  today. 


86TAmiST^ 


lODUDOSe 
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•ReFir 


CURITY®,  TELFA®,  KERLIX®,  T.E.D.®,  WEBCOL«»  and 

our  many  other  trusted  brands  welcome  the  premiere  line  of 
respiratory  products  to  the  Kendall  family. 


KeriDALL 


15  Hampshire  Street  Mansfield,  MA  02048    1-800-962-9888 

AtifCa INTERNATIONAL  LTD.  COMPANY 

Come  see  us  at  AARC  #346-348 

Circle  109  on  reader  service  card 


INTRODUCING 
3  NEW  Technologies  in  Arterial  Blood  Sampling 


NEW,  Advanced  ASPIR-PULSE    Syringe 


Patented  design  improves  filling  for  botln 
Aspiration  and  Pu/saiion  techniques 


NEW,  Purge  Guard  ^ 

One-Handed  Safety  Needle  Venting  System 


Patent-pending  design  allows  One-Handed  operation 
to  immediately  Purge  Air  Bubbles,  immediately 
Guard  the  needle  point  and  immediately  free  the 
other  hand  to  apply  pressure  at  the  puncture  site 


NEW,  Total  Ca++  Lyte 

Precision  Heparin 


TM 


A  breakthrough  patented  heparin  to  maximize  the 
precision  of  test  results  obtained  from  the  new  critical- 
care  blood  gas  and  critical  analyte  analyzers 


See  your  SherA/vood  Medical  O.R./Critical  Care  Sales  Representative  or  call  1-800-325-7472  for  a  complete  listing  of 

AS  PI  R'/'iz/j-e    Arterial  Blood  Gas  Kits. 


.  ood  Medical  Company 


A  SheriuDDd 

^^ MEDICHL 

5T   LOUIS.  MO   63103  US  A. 
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